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Problems Encountered in a Vascular Clinic 


CrybE M. Co.tiins, M.D., JoHN H. Terry, M.D., 


AND 
Rosert H. Stity Jr., M.D. 
JACKSONVILLE 


In the last five years the old leg ulcer clinic 
of the Duval Medicai Center has developed into 
the more dignified Vascular Clinic, and during 
that time its staff has grown from a single attend- 
ing physician, one registered nurse and one order- 
ly to three attending physicians, the same faith- 
ful registered nurse, two aides, two orderlies and 
any number of visiting student registered nurses, 
licensed practical nurses and house officers. Soon 
after the second attending physician began work- 
ing in the clinic, this paper was conceived pri- 
marily in the form of kodachrome slides to pre- 
sent at a quarterly staff meeting for the purpose 
of revealing some of the bizarre and unusual 
clinical material seen in our clinic. As the months 
went by, photographs accumulated more rapidly 
than they could be coded and filed, and the prob- 
lems of how to treat lesions taxed our diagnostic 
ability, forcing us to turn to vascular textbooks 
and review the literature. Over this period we 
have developed some definite ideas as to treat- 
ment and have accumulated many cases demon- 
strating combined peripheral vascular diseases 
that fail to respond to the usually recommended 
therapy. We have corroborated the opinions of 
some who have written about peripheral vascular 
diseases, but have also learned to doubt some 
statements that appeared in the literature. 

The following remarks are limited to the 
diseases of the abdominal aorta and the lower 


From the Vascular Clinic of the Duval Medical Center, 
Jacksonville, Fla. 

Read before the Florida Medical Association, Eighty-Fifth 
Annual Meeting, Bal Harbour, Miami Beach, May 5, 1959. 


extremities. Some conditions described and regu- 
larly seen in the clinic, such as vasospastic dis- 
eases, frequently affect the upper extremities as 
well. Oddly enough, the same faithful registered 
nurse assigned to this clinic for the past five 
years is affected with Raynaud’s disease and has 
been under treatment for many, many years be- 
cause of this condition. Her hands demonstrate 
the typical deformity of far advanced Raynaud’s 
disease. 

The most frequently seen lesion is found on 
the patient who originally incurred a minor 
trauma to the skin of the lower extremities which, 
through neglect, becomes infected. Cellulitis de- 
velops, followed by lymphangitis, phlebitis, then 
edema, dermatitis and ulceration. Eventually this 
condition subsides, either with or without treat- 
ment, only to recur in a grander state after a 
second traumatic insult. This sequence is re- 
peated over and over until the patient has a lower 
extremity looking like that in figure 6b and 7a. 


Diseases of the Arteries 

Degenerative diseases of the arteries often 
produce narrowing, occlusion, or dilation and are 
divided into various categories depending upon 
the nature of the defect. When narrowing occurs, 
the rate of blood flow is not altered until the 
diameter of the vessel has been reduced 70 per 
cent. Symptoms, however, often appear long be- 
fore the lumen has been so decreased in size. 

Patients with obliterative vascular disease 
producing symptoms are candidates for peripheral 
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Fig. 1.—A rather typical picture seen in the clinic 
of bilateral adductor canal thrombosis, demonstrated 
by aortogram, This was treated with a by-pass graft on 
the right side and endarterectomy on the left. 


vascular surgery and should have arteriographic 
or aortographic examinations. 

Angiographic evidence of arteriosclerotic oc- 
clusive disease lags behind the pathologic changes 
present, and one should anticipate that the artery 
will be in a poorer condition than the roentgen 
evidence indicates. Furthermore, incapacitating 
symptoms may occur when radiologic changes 
are slight. 

The earliest arteriographic evidence of athero- 
sclerotic obliterative disease is blunting of the V 
of the arterial bifurcation. Filling defects also 
can be noted along the walls of diseased vesseis, 
and these may be diffuse or segmental. 

In 1950 Palma! made the observation, since 
noted often in routine arteriography, that many 
segmental obstructions appear to originate at the 
adductor canal (fig. 1). He concluded that “local 
trauma at this site produces atheromatous changes 
which start with an inflammatory reaction in the 
adductor canal as a periarteritis and proceeds 
through the wall to the intima.’”’ He was able to 
reproduce the lesion artificially by constructing 
a fascial canal in the leg of a dog. Complete or 
partial occlusion is similarly observed in the com- 
mon iliac artery where it drops over the brim 
of the bony pelvis, is usually bilateral and, if 
neglected, may progress to the complete obstruc- 
tion of the aorta as first described by Leriche.* A 
third but less common site for plaque formation, 
which can also be explained by trauma produced 
from the pulsating artery against a resisting ad- 
jacent structure, is in the common femoral artery 
as it emerges from the femoral canal. Here the 
pressure is on the posterior and medial aspects 
of the arterial wall. 

Whether these segmental lesions are a sepa- 
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rate pathologic entity or merely a variant of a 
conventional type of arteriosclerosis has not been 
determined. To some it thus appears that on the 
grounds of its anatomic and clinical features one 
is warranted in speaking of segmental arteri- 
al occlusion as a process distinct from gen- 
eralized arteriosclerosis. More recent writers,*- 4 
however, do not agree that a segmental occlusion 
is a separate disease, but regard it as merely an 
early manifestation of arteriosclerosis, which in 
time will produce diffuse stenosis. 

Arterial spasm plays some part in producing 
symptoms of many peripheral vascular diseases. 
In Raynaud’s disease it is composed of inter- 
mittent constriction of small arteries or arterioles. 
It follows massive venous occlusion and will pro- 
duce gangrene of the part unless it is relieved. It 
occurs in diabetes and in arteriosclerotic occlusive 
disease. We believe that the vasodilator drugs 
are worth while in treating arterial vasospasm 
and recommend their use. No one drug will im- 
prove symptoms in all the patients, but we have 
had best results with Arlidin. If that does not 
give satisfactory results, we do not hesitate to 
change to Roniacol or nicotinic acid. The patients 
who do not obtain relief of symptoms, we believe, 
probably do not have a vasospastic factor pro- 
ducing their distress. 

Aortograms are obtained by inserting a No. 
15 gauge needle® into the aorta at the level of the 
tenth thoracic vertebra. Femoral arteriography 
has been successful at the Duval Medical Center 
by performing a formal incision overlying the 
artery and then directly threading a polyethylene 
tube into the vessel before injection of the dye. 
Besides lessening trauma to the vessel with the 
chance of extravasation of dye and hematoma 
formation, it affords one an opportunity to inspect 
the condition of the vessel and to determine 
whether it would be suitable for attaching a 
graft at this point if there is demonstrated a 
need for one. 

Probably aortography is unnecessary for the 
arteriosclerotic aneurysm if clinical signs and 
symptoms are obvious, but aortograms should be 
made if the aortic aneurysm is small or the patient 
is a poor operative risk. Most abdominal aneu- 
rysms arise below the renal arteries and can be 
palpated in the average patient. 

Aneurysms are frequently amenable to the 
use of synthetic grafts. It is often stated that, 
roughly, one third to one half of all abdominal 
aneurysms produce death: within one year of 
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dis overy. If one believes this estimate, a con- 
sid: rable operative risk can then be assumed in 
order to rid the patient of this disease. On the 
rary, we have seen patients with both ab- 
dorminal and thoracic aneurysms go five years 
wit iout surgery with the only complaint being oc- 
casional pains apparently from the enlarging 
aneurysm. Nevertheless, the mortality of 8 per 
ceni in repairing nonruptured aneurysms as com- 
pared to 33 per cent mortality® during attempted 
repair of ruptured aneurysms makes us inclined to 
recommend excision and grafting in the good risk 
patient with reasonable long life expectancy. 

Aneurysms of the peripheral arteries are less 
apt to threaten life, but frequently result in loss 
of limb when thrombosis or rupture occurs. The 
popliteal artery is particularly prone to aneu- 
rysmal degeneration (fig. 2), and ligation or 
endoaneurysmorrhaphy will cure the defect usual- 
ly without loss of the limb. When possible, how- 
ever, a graft should be considered. Factors to be 
considered when deciding whether a graft should 
be inserted in any given patient should include the 
severity of symptoms and their effect on the pa- 
tient’s social and economic situation, the severity 
and extent of arterial disease with particular 
reference to the circulation of the skin, and the 
likelihood of being able to carry out a successful 
arterial operation as demonstrated by the physical 
examination, the arteriographic evidence, and the 
general condition of the patient plus his ability to 
undergo the operation required.® 

Pain at rest is a symptom of severe ischemia, 
a precursor of gangrene. Here, considerable risk 
should be assumed to avoid amputation. We have 
not attempted to graft distal to the popliteal ar- 
tery; consequently, patients with palpable poplit- 
eal pulses have usually been excluded as candi- 
dates for grafting, regardless of the ischemia of 
the foot. If neither pedal nor popliteal pulses are 
palpable, it can be assumed that the origin of the 
obstruction lies proximal to the popliteal artery, 
and further investigation by arteriography should 
be undertaken. If the femoral pulsation is absent, 
the obstruction may lie high. In general, the 
most important factors to be demonstrated by 
arteriography are a healthy patent vessel above 
and an adequate outflow distal to the obstruction. 
Diabetes itself is not a contraindication to arterial 
grafting, but owing to the diffuse and often distal 
involvement of the vessels seen in diabetic pa- 
tients, a smaller percentage of such patients will 
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Fig. 2.—Arteriogram of a Negro woman who came 
to the clinic with a large, slowly growing tumor of 
the right popliteal area. The arteriogram revealed an 
aneurysm of the popliteal artery, which was later con- 
firmed and treated with endoaneurysmorrhaphy, pro- 
ducing return of normal function to the extremity. 


show symptoms of improved circulation following 
surgery.” 

Recently, we have become enthusiastic about 
endarterectomy (fig. 3a and 3b), which has been 
used successfully in a number of patients who 
had multiple short segmental arterial occlusions.* 


Lymphedema 


Lymphedema is an accumulation of excessive 
lymph fluid in the subcutaneous tissues which 
may be caused by increased formation or by lack 
of absorption. The mechanism of formation of 
this fluid is dependent on one system of capillar- 
ies of the arterial tree. Excessive formation may 
result from increased intracapillary pressure, os- 
motic or hydrostatic, or from an increase in the 
permeability of the capillary walls. Decreased ab- 
sorption may be the result of increased hydro- 
static pressure in the veins or the lymphatics, or 
excessive osmotic pressure in these vessels. The 
walls of these vessels also may suffer in selective 
or general permeability. Lymph vessels either are 
modified veins or may arise initially from mes- 
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Fig. 3.—A. Preoperative aortogram of a 57 year old Negro man who had severe intermittent claudication of 
the left leg. There is a segmental occlusion of the common iliac vessel overlying the fifth lumbar vertebra that 
is outlined by the contrast medium. B. Twelve month postoperative aortogram following endarterectomy reveals 
the previously seen occlusion of the left common iliac vessel no longer present. The patient was able to walk 
10 blocks without pain. There also was a segmental block on the right side in the external iliac artery which was 
not demonstrated on the aortogram, but was seen at surgery and also treated by endarterectomy. 





Fig. 4A. Chronic lymphedema, etiology undetermined. The left leg reveals a scar on the inner aspect where 
a previous modified Kondoleon operation, followed by skin graft, has produced long-standing permanent relief. 
The right leg shows the edematous, shiny, tense skin, with small superficial ulcerations which temporarily re- 
sponded satisfactorily only to bed rest. B. Right and left leg one year after a modified Kondoleon operation was 
performed on the right leg. The scar can barely be seen on the posterior medial aspect of the right leg, where 
skin flaps were undermined and the thickened subcutaneous tissue removed. A satisfactory two year convales- 
cence has followed this procedure. 











IT 





wn Ae! 











J. - LORIDA M.A. 
Al ‘sT, 1960 


enc hymal cells. They are closed vessels possess- 
inc an unbroken endothelial lining bathed on the 
ouside by tissue fluid and normally well supplied 
wiih valves, while the larger lymphatic trunks 
have muscular walls. In the leg the lymph vessels 
are arranged in a superficial and a deep system. 
The communication between these two systems 
is through the popliteal and inguinal nodes. The 
deep lymph vessels in the muscle sheaths enter 
trunks that accompany the main femoral lymph 
vessels and drain into the large iliac nodes. It has 
been reported that even bone possesses some lym- 
phatics. All the lymph vessels of the leg join at 
the groin and pass along the external and common 
iliac vessels through the iliac nodes. The lymph 
vessels hug the veins closely and may even be 
imbedded in the adventitia of their walls. Divided 
lymph vessels regenerate, and collateral circula- 
tion develops when these vessels are resected. 
Regeneration of lymph vessels is rapid, crossing 
a scar in approximately four days. The valves of 
these vessels serve as a most important accessory 
aid in the movement of lymph assisted by active 
and passive contraction of skeletal muscle. Lymph 
circulation is rapid, but varies greatly, and stasis 
producing incompetent valves abets lymphedema. 
Lymphedema may result from many different 
conditions. True congenital lymphedema is usually 
used to describe edema beginning at birth, while 
that appearing near puberty is classified as 
lymphedema praecox, and when appearing later, 
lymphedema tarda. The underlying pathology 
appears to be maldevelopment of the lymphatics, 
either hypoplasia, aplasia or varicosed lymphat- 
ics.8 Secondary lymphedema follows malignant 
invasion of the inguinal nodes, radical removal of 
the regional nodes, pressure from abdominal and 
inguinal tumors, and scar formation following 
roentgen and radium therapy. Medical causes 
such as cardiac failure, renal disease and hypopro- 
teinemia must be kept in mind. Lymphedema may 
also be due to venous insufficiency or thrombosis, 
trichophytosis, systemic diseases, local tissue in- 
fection, or inflammation (fig 4a and 4b). 
Lymphedema praecox (fig. 5) denotes an 
early development affecting mainly females be- 
tween the ages of nine and 25. Often the onset is 
at puberty. The swelling occurs spontaneously 
and without any apparent cause. A puffiness is 
first noted about the foot. The swelling is more 
pronounced during long periods of activity at the 
time of menses and in warm weather. This extra- 
cellular fluid has a very high protein content, 
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Fig. 5.—Painless, diffuse swelling of the dorsum of 
the right foot and the lower one half of the right leg 
in a 12 year old Negro girl. The edema is nonpitting 
and only partially subsides on bed rest. It is controlled 
better with the use of an elastic stocking. 


usually above 2.5 Gm. per hundred milliliters. In 
many cases only one extremity is involved. At 
first, rest in bed and elevation will usually remove 
the edema. In some cases the swelling remains 
limited to the foot and never appears to progress. 
In others, the edema advances up the leg slowly, 
and eventually the entire leg may be involved. 
Hair is lost. Cellulitis resembling an erysipeloid- 
like infection occurs frequently, and with each 
such insult, there are laid down additional layers 
of subcutaneous fibrosis. A heavy dull sensation 
is present constantly. The leg becomes wooden, 
and pitting is almost impossible to elicit. There 
is now little change in the leg after long periods 
of elevation, and bed rest no longer aids in the 
treatment of this condition. The skin becomes 
roughened and keratotic and shows wartlike ex- 
crescences. The leg now takes on the appearance 
of all that is implied by the word elephantiasis, 
or chronic inflammatory fibromatosis, an ambig- 
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uous term which gives no clue as to the etiology 
of the swelling. 

Lymphedema and venous edema cannot be 
differentiated clinically by the degree of pitting 
for both pit at first, then later become brawny 
with repeated attacks of infection. Before plan- 
ning treatment one should decide whether the 
edema indicates an early transitory state or one in 
which an irreversible fibrosis has already devel- 
oped. Congenital and juvenile types of lymph- 
edema appear to vary merely in the degree of 
hypoplasia of the lymphatics. Injuries, infections, 
menses and pregnancies simply act to overload 
the already defective lymphatic circulation. 


The treatment of lymphedema consists of mo- 
bilizing the fluid, preventing reaccumulation, re- 
moving segmental obstructions and removing ir- 
reversibly damaged fibrous tissue and skin. In the 
early stages postural drainage, with elevation, 
sedatives and analgesics, frequent active move- 
ments, adequate elastic compression of the edema- 
tous part, oral diuretics and restriction of sodium 
chloride have been our forms of therapy. We have 
tried corticoids unsuccessfully. In the treatment 
of chronic lymphedema we attempt to hospitalize 
the patient, maintain maximum elevation of the 
part, and request a low calory, low salt diet plus 
oral diuretics. All sources of infection, fungous 
and bacterial, are sought out, cultured and treat- 
ed. Anemia, hypoproteinemia and hypometabolism 
are corrected. Chemotherapy and antibiotics are 
given to combat cellulitis. Some outpatients have 
been freed of their infection and kept infection- 
free on daily oral sulfonamides for as long as 12 
months. Surgery is not advised in the milder cases 
in which elastic compression can keep the edema 
under control. 

Only when the lymphedema is no longer con- 
trollable and the brawny edema with leathery 
thickened skin begins to appear (fig. 6a), pro- 
ducing disability or endangering the limb (fig. 6b) 
do we recommend surgical therapy. Surgical treat- 
ment has consisted essentially of removal of the fi- 
brotic, lymphedematous inflamed subcutaneous 
tissue from the involved parts. We call this a 
modified Kondoleon operative procedure. It is 
based on the premise that lymphedema is supra- 
fascial and there is no lymphedema in the sub- 
fascial muscle compartments. In the postphlebitic 
lymphedemas, or in long-standing cases in which 
the skin has become severely damaged, we have 
used split thickness free skin grafts (fig. 6c). In 
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the early congenital types, in which the skin is 
healthy and not involved, we have attempted to 
preserve it as a full thickness flap. Elevation of 
the extremity should continue for approximately 
two weeks; thereafter, ambulation, with the ex- 
tremity protected by two thicknesses of elastic 
bandage, may be begun. 


Diseases of the Veins 


Varicose veins are of two types, primary, 
which develop spontaneously, and _ secondary, 
which develop as the result of some obstruction, 
such as a pelvic neoplasm, the gravid uterus, 
scar tissue, arterial aneurysms, fractures, ascites 
and constrictive pericarditis. The true cause of 
varicose veins is unknown, but the most generally 
accepted concept is that they develop because 
of an hereditary weakness in the structure of the 
walls of the veins themselves. Because of this 
weakness the veins are unable to withstand the 
relative increases of pressure that result from 
orthostatic pressure or increased abdominal pres- 
sure, or increases in pressure from continuous 
lifting, coughing or straining. In support of the 
former theory is the well recognized tendency of 
varicose veins to be familial. In support of the 
great influence of orthostatism is the fact that 
varicose veins are noted rarely in the arms or 
upper part of the trunk and are not seen in 
quadrupeds. 

Obese persons appear to have greater ten- 
dency toward development of varicose veins. 
Relative increased pressure on the inferior vena 
cava and iliac veins from abdominal obesity may 
be important. Varicose veins also tend to develop 
with increasing age and emaciation. This charac- 
teristic is apparently a manifestation of loss of 
tone of the skin and tissue surrounding the veins 
and supporting them. Some believe that infec- 
tions developing on the valves render them in- 
competent; consequently, varicose veins are one 
of the late complications of thrombophlebitis. A 
temporary or permanent obstruction at the ilio- 
femoral vein increases the venous pressure dur- 
ing walking, producing considerable strain upon 
the superficial veins. This may be preceded by 
destruction of the valves of the iliofemoral vein. 
Then when the valves are destroyed, even though 
the lumen is restored, an unusual amount of 
strain on the superficial venous system is im- 
nosed. Rarely can a woman have more than two 
regnancies without permanent varicosities if she 
has the hereditary tendency. Beside the mechan- 
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Fig. 6.—A. Lymphedema of several years’ duration, secondary to thrombophlebitis of the deep venous system 
(1949), in a 30 year old Negro woman. B. Patient experienced repeated bouts of cellulitis, lymphangitis and 
chronic edema. Over a period of two years the leg. gradually became so painful that she wished to have it re- 


moved (1951). 


C. Postoperative picture following a Kondoleon procedure (1954). This operative procedure 


consisted of stripping of the skin and thickened subcutaneous tissue down to and including the fascia of the under- 
lying muscles. Split thickness grafts removed from the thighs were placed over the raw defects. 


ical pressure exerted on the external and common 
iliac veins by the pregnant uterus, abdominal 
tension is increased by the enlarging uterus, and 
a marked increase in the volume of blood flow- 
ing from the hypogastric veins into the common 
iliac veins interferes with the blood flow from 
the lower extremities. 

Essential pathologic changes in varicose veins 
are: 

1. Dilatation or increase 
diameter and circumference 

2. Elongation and tortuosity 

3. Loss of elasticity from increase in fibrous 
connective tissue 

4. Variations in the thickness of the wall 

5. Disappearance or atrophy of valves 
When the valves in the greater saphenous vein 
are incompetent and the patient is in the erect 
position, the blood flow actually may be retro- 
grade. 

Blood flow and pressure are maintained in the 
veins of the extremities by the contraction of 
skeletal muscles, the action of the valves, the ar- 
terial pulsation, the negative pressure in the tho- 
rax with inspiration and the dilatation of the 
right side of the heart through diastole. Altera- 
tions in any of these factors may alter the venous 
blood pressure. The pressure also varies with the 
position of the extremity in relation to the heart. 
Pressure in the veins of the lower extremities is 
approximately 10 times greater when a normal 
person is standing erect than when he is recum- 


in the transverse 





bent, but venous pressure is lower during walking 
than during standing. Competency of veins varies 
from time to time, day to day, and even hour to 
hour. The competency of the valves of the sa- 
phenous vein is quite different when the patient 
arises in the morning after an eight hour sleep, 
as compared to their state after standing all day. 
This variation makes it difficult to determine the 
location of all incompetent communicating veins, 
unless examinations are repeated at various times 
during the day. This also explains why varicose 
veins during pregnancy will sometimes revert to 
normalcy post partum. 

Since the complications of primary varicose 
veins are thrombophlebitis and chronic insufficien- 
cy with its various manifestations, treatment is of 
the utmost importance and can be divided into 
three general categories—conservative treatment, 
the use of sclerosing agents, and surgical proce- 
dures. Varicose veins appear to be an innocuous 
disease at first, but become less innocuous slowly, 
a condition for which conservative treatment is 
not entirely satisfactory, but prophylactic excision 
is certainly worth while. 

Patients with a familial history of varicose 
veins should select occupations requiring a mini- 
mal amount of standing. Tight garters and con- 
strictive clothing should be avoided. During ante- 
partum examinations of pregnant women special 
attention should be paid to the condition of the 
veins of the legs. At the first indications of dila- 
tation, a program should be devised permitting 
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only a minimal amount of standing, with frequent 
periods of rest with the legs elevated. Conserva- 
tive treatment also should include avoidance of 
standing as much as possible, particularly stand- 
ing without moving the muscles of the leg, eleva- 
tion exercises, and recommendation of the use of 
various types of elastic bandages and stockings. 
When chronic insufficiency is not present, a light 
weight elastic stocking is satisfactorily used. 
Surgery is, if possible, reserved for the post- 
partum period.1° We are not inclined to use 
sclerosing solutions as a basic treatment for vari- 
cosities, but only as an adjunct to stripping and 
to treat the rocket burst varix. 

More and more there appears in the litera- 
ture! the statement, with which we agree, that 
the only adequate treatment for varicose veins is 
saphenofemoral ligation, stripping, and ligation 
of all incompetent perforators. Treatment of vari- 
cose veins by ligation and stripping is based on 
the premise that the varicose vein is an embar- 
rassment to the venous circulation and, therefore, 
its extirpation or destruction is desirable. As has 
already been mentioned, the incompetent great 
or small saphenous vein is a detriment to the 
venous circulation of the leg because the flow in 
it is retrograde. If this is pronounced enough, the 
deep veins are severely overloaded, and venous 
insufficiency is increased. The presence of deep 
chronic insufficiency with its various manifesta- 
tions of edema, eczema, induration and _ ulcera- 
tion is not a contraindication to treatment by 
stripping. Patients with veins of this type are 
best treated first by preliminary bed rest with the 
foot of the bed elevated and appropriate local 
treatment, rendering the leg free of edema and 
infection before surgery is contemplated. 

Valvular incompetence of perforators is far 
more common in the leg than in the thigh. This 
is true of connections between the long and short 
saphenous system. Only by systematically pal- 
pating the visible or comparable tributaries can 
one detect the perforators and observing for retro- 
grade flow can surmise that their valves are 
incompetent. Individual division of the incompe- 
tent perforators at or beneath the fascia fulfils 
requirement for cure of these varicosities and 
valvular incompetence when noted. 

In cases of secondary varicose veins of the 
great or small saphenous system with incompe- 
tency of the great or small saphenous vein with 
or without incompetency of the perforating veins, 
the signs and symptoms may not be due entirely 
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to the incompetency of the saphenous vein, but 
instead may be the result of the coexisting chron- 
ic venous insufficiency from incompetent valves in 
the deep femoral vein. In such cases the results 
of surgical treatment are incomplete, as far as the 
relief of signs and symptoms is concerned. Surgery 
is indicated on the basis that the incompetent 
saphenous vein is an additional burden to an al- 
ready insufficient general venous circulation. 

Ligation of the deep vein because of its 
incompetency is in general no longer practiced, 
and with this course we concur. Varicose veins 
of the vulva and the abdominal wall may develop 
as the result of previous obstruction to the ilio- 
femoral vein. It is usually advisable to leave 
them alone, although if they are large and pro- 
ducing symptoms, surgical removal is desirable. 
Ascending thrombophlebitis and varicose veins 
of the great saphenous system with incompetency 
of the great saphenous vein are best treated by 
ligation of the saphenous vein primarily to stop 
the progress of the thrombosis. Some surgeons 
think there is no need to stage the stripping 
operation later, but do this at the time of liga- 
tion. The cause of recurrent varicose veins is an 
effective collateral hook-up which develops quick- 
ly between the tributaries from the saphenofemo- 
ral junction and the superficial veins in the thigh 
and leg after incomplete ligation. Varicose veins 
will always recur when incompetent perforator 
veins in the thigh, leg or foot remain. Sclerosing 
therapy is ineffective in treating perforators which 
are directly communicating with the deep veins. 
Removal of competent veins does not improve 
the function, and competent dilated collateral 
veins must be differentiated from incompetent 
superficial veins. 

Chronic venous insufficiency results from: 

1. Obstruction to one of the main veins of 
the extremity, particularly the iliofemoral, as the 
result of thrombophlebitis, neoplastic invasion, or 
external pressure. 

2. Incompetency of valves of the iliofemoral 
vein, which may be primary, but more often is 
residual of an old iliofemoral thrombophlebitis 
without complete obstruction of the vein. 

3. Varicose veins of the primary type, par- 
ticularly those of long standing with incompe- 
tency of valves of one or both saphenous veins. 

4. Extensive hemangiomas and anomalies of 
the venous system. 

5. Congenital or acquired arteriovenous fistu- 
las. 
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Fig. 7—A. Chronic leg ulcer with thickened, indurated skin due to poor hygiene and lack of treatment. 
This ulcer has been present for about two years and followed deep thrombophlebitis. It was treated over a period 
of 18 months in the outpatient clinic with occlusive pressure dressings of the Unna boot type. B. The healed 
ulcer with absence of edema and return to near normal of the subcutaneous tissue and skin above and below the 
ulcer. The epithelium replacing the ulcer is not pigmented. 


In both normal and abnormal states venous 
pressure is greater at the ankle, or much higher, 
when the patients are erect than when they are 
recumbent. In the presence of venous obstruction 
or incompetency of the valves, particularly of the 
iliofemoral vein, venous pressure has failed to 
drop during walking as when the veins are normal 
and the venous blood flow fails to increase. In- 
creased venous pressures are transmitted back to 
venules and capillary loops during the acute stage 
of thrombophlebitis and malnutrition of these 
small vessels due to pressure, and low oxygen 
tension occurs as the result of stagnation of the 
blood. Complications of chronic venous _in- 
sufficiency are frequently initiated by various 
types of trauma. The first manifestation of chronic 
venous insufficiency is usually edema, which at 
first develops during the latter part of the day 
and then completely disappears at night. It is 
largely subcutaneous, involving the region around 
the ankle and above the shoetop and is prevented 
in the foot by the constriction of the shoe. 


Other signs develop only after orthostatic 
edema has been present for some time; then ir- 
regular areas of brown pigmentation due to de- 
posited hemosiderin may appear. It is usually most 
noticeable just above the ankle. Deposits of mela- 
nin also may occur as the result of scratching or 
other trauma. Purpura and petechiae may be 
seen also. Dermatitis or eczema is a common 
manifestation of chronic venous insufficiency. It 
may be the chronic scaling type and may pro- 
duce few subjective manifestations. In many 
cases itching is the first manifestation, and the 
eczema develops as the result of the persistent 
scratching, the so-called neurodermatitis. In some 
cases vesiculate eczema occurs. The longer the 
edema has been present, the more tendency 
there is for the development of subcutaneous 
fibrosis, and the less tendency there is for the 
edema to disappear when the patient is recum- 
bent. A low grade inflammatory condition then 
develops around the ankle which much later be- 
comes a hard brawny induration of the skin and 
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subcutaneous tissues. The skin overlying this in- 
duration may be dull red or brownish red and is 
usually warmer than the surrounding skin. 

When indurated cellulitis has been present for 
some time, tissues may retract and shrink so that 
the skin is depressed. This cellulitis is painful and 
disabling and is often followed by ulcerations. 
The ulcers frequently develop at the site of minor 
contusions. In other instances they develop in 
areas of dermatitis, or chronic indurated cellulitis. 
After the ulcer has healed, there is a tendency 
for recurrence in the same area since the epithelial 
scar tissue is often atrophic; the ulcers become 
chronic and often secondarily infected (fig. 7a and 
7b). They are aggravated by the use of topical 
antibiotics and ointments. Ulcers commonly occur 
in the region of the ankle just above or just below 
the malleolus, and especially the internal malleo- 
lus. Occasionally they heal rapidly, but usually 
tend to heal slowly and remain chronic if the pa- 
tient stays ambulatory. The additional factor of 
infection often creates scar tissue and fibrosis 
which further impede the healing process. These 
ulcers due to venous insufficiency rarely develop 
on the upper portion of the leg and almost never 
on the thigh. 

Patients with chronic venous insufficiency may 
complain of several different types of pain, al- 
though frequently they have no pain. A dull ache 
develops after the patient has been on his feet 
for a variable time. It is almost always worse 
when he stands still rather than when he walks. 
The pain usually disappears within five to 30 
minutes after he becomes recumbent, with the 
leg elevated. Some patients with osteoarthritis 
of the knees, having venous insufficiency of one 
limb, usually have more pronounced articular 
changes in the limb with the venous insufficiency. 
Neuritis of the long saphenous nerve occasionallv 
occurs, manifested by hyperesthesia in the region 
of the distribution of this nerve, and pain which 
may be paroxysmal and severe. 

Chronic venous insufficiency must be dis- 
tinguished from the edema of congestive heart 
failure and the edema of chronic nephritis. It 
must also be differentiated from chronic lymph- 
edema, which is characterized by diffuse thicken- 
ing and firmness of the skin, and does not sub- 
side on bed rest, if of any duration. Lymph- 
edema is not associated with dilatation of super- 
ficial capillaries and veins, but when of long dura- 
tion may be complicated by pigmentation, derma- 
titis and ulceration. Chronic venous insufficiency 
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must be differentiated from arteriovenous fistulas 
and hemangiomas, and other anomalies which may 
produce venous obstruction. Neoplasms of the 
deeper structures of the leg, hematomas, ab- 
scesses and myositis from chronic venous in- 
sufficiency must be evaluated. These occur rarely. 

Chronic venous insufficiency produces ulcers 
which must be differentiated from syphilitic ul- 
cers occurring in the upper portion of the leg, 
often multiple and forming the pattern of a circle, 
or a segment of a circle. Syphilitic ulcers usually 
begin as nodules which ulcerate and then heal with 
a formation of thin atrophic scars. Arterial ii- 
sufficiency and ischemia produce ulcers found 
most commonly on the toes and heels. These 
ulcers are usually more painful than the ulcers of 
venous insufficiency and have a pale base which is 
often partially or completely covered with gray or 
yellow debris or fragments of dead skin. The ab- 
sence of pulsations of major arteries and postural 
color changes aid in diagnosis. Signs of congestion 
and chronic venous insufficiency are absent. 
Chronic ulcers of the leg may be self-induced, or 
may result from simple trauma, burns, excessive 
radiation, chronic ulcerative colitis, pyoderma, 
lymphoblastoma, Mediterranean and sickle cell 
anemia, fungus infection and other causes. 

Patients with postphlebitic edema _ should 
avoid all vasoconstrictor influences, such as smok- 
ing and exposure to cold.* Elastic stockings and 
elastic bandages are very important in the treat- 
ment of postphlebitic sequelae. Ace bandages 
should be applied while the patient is in bed, be- 
fore rising, and not removed until he retires. 

Surrounding the actual ulcer one sees a dark- 
ened, discolored skin, associated with extensive 
induration, dryness, scaliness and eczema. The 
discoloration of the skin is the result of deposits 
from broken-down red cells. Because of disturb- 
ance to or complete loss of the normal sebaceous 
and sweat glands, the skin reveals an abnormal 
dryness and scaliness. 

De Takats* observed: “Venous stasis is the 
first factor in the development of chronic leg 
ulcer. Associated with this is a progressive anox- 
emia and local acidosis, the result of stagnation 
of the metabolic processes in the skin and sub- 
cutaneous tissues, a decrease in arterial supply. 
One can see how slight trauma to tissues with the 
above alterations would serve as a mode of en- 
trance to bacteria. Following the entrance of bac- 
teria into an area of such low resistance the logi- 
cal sequel would be cellulitis and lymphangitis, 
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or a lymphangitis with an associated phlebitis. 
D ie to the lowered resistance, infection is diffi- 
ci t to combat. Progressive infection means fur- 
ther interference with lymph drainage, subsequent 
proliferation of scar and diminution of local blood 
.oply. This produces a vicious cycle, progressing 
rough stages of circulatory interference, lymph 
stasis, scar formation, and chronic ulceration.” 
For treating the chronic leg ulcer we recommend 
total excision of the ulcer, the surrounding scar 
and discolored skin, as well as the deep fascia 
underlying the ulcerated area, following which a 
split thickness skin graft is applied. Prior to this 
procedure or at the same time a lumbar sympa- 
thectomy can be performed if there is an associat- 
ed arterial disease. 

Many of these ulcers can, if irreversible ii- 
brosis has not developed around and beneath 
them, be cured by the application of occlusive 
bandages. The majority of our outpatients have 
ulcers of this type and can be rehabilitated by 
the weekly reapplication of an Unna boot. 

In ulcers containing necrotic or fibrinous exu- 
date, we have used Adolph’s Meat Tenderizer, 
which the patient will tolerate better if it is un- 
seasoned. A water soluble ointment containing 
streptokinase-streptodornase powder is helpful, but 
not as satisfactory as surgical excision or debride- 
ment. Putting the patient to bed, elevating the 
foot of the bed on 8 inch blocks, and applying 
warm saline compresses, unless contraindicated by 
wet dermatitis, will aid in clearing most infec- 
tions. After cooling off the acute inflammatory 
condition, we recommend an Unna boot changed 
in the outpatient clinic every week or more, often 
depending upon the amount of drainage through 
the bandage. The boot is contraindicated if the 
patient is allergic to zinc oxide or has an acute 
dermatitis, and sometimes in hot weather. We pre- 
fer not to use local antibiotics because of the high 
percentage of sensitization although some of our 
patients have used Terramycin powder for long 
periods without any allergic reaction. The so- 
called stasis dermatitis may sometimes be due to 
autosensitization where the patient becomes sensi- 
tive to his own serum,’ breaking out in a rash 
around the ulcer which eventually, unless proper- 
ly treated, spreads over the entire leg. The action 
of the boot, as pointed out by Friedman, Henken 
and Frank,!* is to work with the muscle pump 
which can squeeze tissue fluid more effectively 
against a rigid than against an elastic dressing. 
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This muscle pump squeezing action is naturally 
limited when there is much fibrosis and if the main 
venous channel is blocked. 

For this reason the patient with an acute 
deep venous obstruction will not tolerate exercise 
with a compression bandage. In large infected 
ulcers, it sometimes appears best to treat with 
surgery in two stages, first by excising the ulcer, 
then waiting for healthy granulation tissue to ap- 
pear before applying a split thickness graft. Dur- 
ing this first stage, the incompetent perforator 
veins and varicose saphenous system also can be 
excised. We prefer to use a split thickness graft 
varying in thickness from .011 to .013 inches. 

Grafts will not survive for long unless all of 
the fibrotic ulcer base has been excised and the 
graft placed on healthy fascia, muscle or bone.?4 
Generally speaking the patient with the split 
thickness graft implanted for recurrent postphle- 
bitic ulceration needs to wear a bandage during 
the day for the remainder of his life. Occasionally, 
if there is a concommitant arterial insufficiency, 
we have performed lumber sympathectomy prior 
to grafting, following which it appears the results 
are more satisfactory and there is less often the 
chance of losing the graft. 


Conclusion 


Degenerative diseases of the arteries produce 
dilatation, narrowing and occlusion, and the 
therapy of these conditions lies within the realm 
of surgery. 

Anyone with signs and symptoms of oblitera- 
tive vascular disease should have a_ thorough 
physical examination to determine the patency of 
these vessels. 

Roentgenologic investigation, including ar- 
teriography, should be a part of this examina- 
tion. 

The by-pass graft has been successful in our 
clinic in the treatment of the full-blown Leriche 
syndrome, and in the femoral-popliteal area when 
there is a long obstruction and a sufficient outflow 
tract is definitely established; however, we have 
been less successful with excision and end to end 
anastomosis with a synthetic graft. 

Sympathectomy should not be performed with 
the hope of increased walking ability, but we be- 
lieve lumbar sympathectomy should be performed 
more often prophylactically as a_ protection 
against trophic changes and ischemic neuritis be- 
fore these conditions take place. 
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Recently we have had better results from 
thromboendarterectomy, which seems to offer the 
advantages of utilizing the patient’s arterial tree 
for a patent channel without destroying the col- 
lateral supply. Short segmental occlusion in the 
common femoral and adductor canal can be 
safely treated this way. One disadvantage is that 
when the proper line of cleavage is established, 
it is difficult to know when to stop, for what ap- 
pears on the arteriogram to be a segmental sten- 
osis more often is a diffuse involvement. 

A transverse arteriotomy below the occluded 
segment will yield the best line of cleavage and 
permit an accurate distal fixation of the loose 
intima to the arterial wall, preventing dissection, 
with possible occlusion and thrombosis. 

We now consider excision and grafting as the 
only treatment for arterial aneurysms. 

Definitive surgery for arteriosclerosis must be 
regarded as a palliative measure to overcome a 
threatened localized obstruction. 

No surgical procedures should be considered 
for patients with marked cerebral, cardiac, renal 
or generalized vascular damage, or for those with 
a short life expectancy due to malignant disease. 

Lymphedema is an accumulation of excessive 
lymph fluid in the subcutaneous tissue. It is 
classified in several categories. It may occur from 
obstruction or maldevelopment of the lymphatics. 
Treatment consists of elastic bandages, diuretics, 
and prednisolone. It may follow infection. 

Single insults seldom lead to persistent lymph- 
edema. Only after repeated minor trauma and its 
ensuing inflammation and cellulitis is there 
brought about a decompensation of lymphatic 
circulation. 

At the onset of lymphedema a protein-rich 
interstitial fluid appears. This precipitates and 
forms a fibrinous exudate which acts as a 
scaffold for the proliferation of fibroblast, form- 
ing a hard, irreversible nonabsorbable lymph- 
edema. 

The edematous tissue itself goes through 
stages of progressive fibrosis. The increased tissue 
pressure causes arterial thickening and collapse 
of venules. 

Whether or not the lymphedema becomes 
irreversible depends on the ability of the nodes 
to clear lymphatic pathways and sinusoids of 
fibrin and cellular debris. 

Our treatment for chronic lymphedema has 
been a modified Kondoleon operation, resecting 
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all of the subcutaneous tissue down to and in- 
cluding the deep fascia from the knee to the toes. 
If the skin has not already undergone an irrevers- 
ible thickening and fibrosis, we prefer to preserve 
it to form a large full thickness skin flap which 
is resutured over the raw muscle. 

The essential pathological changes of varicose 
veins are an increase in the transverse diameter, 
the circumference, and elongation plus tortuosity, 
with loss of elasticity, an increase in fibrous con- 
nective tissue, and disappearance or atrophy of 
the valves. Including patients who have congenital 
absence of valves and structural weakness, this 
disease is also seen in the older patients, those 
whose occupation requires constant long hours of 
standing, in multiparas and in patients with ab- 
dominal tumors or ascites. 

Varicosities of the deep veins as a rule do not 
appear because of their surrounding musculo- 
fascial support. 

Gravity produces a progressive increase in 
venous pressure, but this pressure is lowered dur- 
ing walking only to rise again when standing. 
Competent superficial veins noted on a patient 
when he arises in the morning may become tempo- 
rarily incompetent after he has been standing all 
day. 

Prolonged venous stasis in the erect or sitting 
position may produce edema but usually not from 
simple valvular incompetency of the superficial 
veins. Rather, persistent swelling appears only 
after incompetent communicating veins are pres- 
ent, when valves of the deep veins have become 
damaged, or when deep venous obstruction is 
present. 

The edema so found then produces lymph 
stasis in which cutaneous and _ subcutaneous 
lymphatics become obstructed. It is thus note- 
worthy that an aggressive attack on early venous 
edema may well prevent the lymphedema with its 
high protein tissue fluid, subcutaneous scarring, 
increased pigmentation, and brawny indurated 
skin. Eventually from some simple trauma an 
ulcer may develop, frequently riding on an in- 
competent perforator vein. 

In the clinic we see leg ulcers from syphilis, 
tuberculosis, and sickle cell disease in the Negro, 
but the vast majority are in such a condition that 
we can only guess as to their etiology. 

The arteriosclerotic ulcer is usually more pain- 
ful and on the heel or toes. Chronic leg ulcers 
are also seen with no obvious etiology other than 
trauma and neglect, or improper treatment. 
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When varicosities of the lower extremities are 
pr sent, we believe that they should be removed. 
R:« moval should be carried out as prophylactic 
tr: atment if no ulcer exists, but if the varicosities 
ar noted only when treatment for the ulcer is 
fir.t requested, they can be removed during or 
ai.er the ulcer has healed. 

Saphenofemoral ligation and stripping of the 
long and short saphenous veins, as well as removal 
of the incompetent leg perforators, are essential 
for curing such varices when they exist. 

The perforators are numerous, and when in- 
competent ones remain, they frequently are re- 
sponsible for incomplete therapy. 

Accessory perforator veins in the leg are not 
obliterated by the stripping of the long or short 
saphenous vein. 


Summary 


A few of the many chronic diseases encounter- 
ed in the Vascular Clinic at Duval Medical Center 
and photographed over the last five years are 
presented as illustrations to a review of the litera- 
ture on peripheral vascular diseases. 
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The Office Diagnosis of Masked Depression 


RosBert G. STEELE, M.D. 
SARASOTA 


The title of this paper is a paraphrase from 
the treatise on psychopaths by Cleckely entitled 
the “Mask of Sanity.” It is often noted that many 
psychiatric entities show diverse physical symp- 
toms to lead the examining physician far afield. 
This certainly has been true in experience with 
the group of psychiatric afflictions known as de- 
pression. 

In this paper it is planned to avoid as much 
as possible complex psychiatric and psychoanalytic 
terminology in order to make the contents more 
palatable for the general physician and internist. 
I trust my psychiatric colleagues in the audience 
will bear with me. 

Masked depressions are rarely observed in 
people under 50 years of age. In the state of 
Florida we have a large segment of the total 
population in the older age group. Many of these 
people have uprooted themselves from a familiar 
way of life and are attempting to make the 
transition to an unfamiliar way of life down here. 
This change certainly puts a strain on the emo- 
tional structure of the older person which can 
bring out potential psychopathologic factors. 
Also, our fair state has been used as a prescription 
by many doctors in the North for various re- 
fractile physical conditions. One can certainly 
suspect that the many people with functional 
symptom complexes masking depression have 
often been treated with the suggestion that the 
patient change climate or take a long vacation in 
Florida. Also our older population is certainly 
numerically greater because of the simple fact that 
this is the mecca for retired persons. Thus it 
logically follows that we have a setup in Florida 
for an increased incidence of depression as com- 
pared to the rest of the country. I wish I could 
bring some valid statistics to prove this point, 
but must remain more or less anecdotal at this 
time. In reviewing serial cases of patients over 50 
seen by me both in the office and hospital, I find 
that in this age group approximately 70 per cent 
of the patients have depression as a primary or 
major secondary diagnosis. The incidence of de- 
pression, for this state, may well be a worthy 
project for biostatisticians to work on. 


Read before the Eighty-Fifth Annual Meeting of the Florida 
Medical Association, Bal Harbour, Miami Beach, May 5, 1959. 


Diagnosis of Depression 

Psychiatrists have always been concerned 
about the diagnosis of depression. Numerous 
articles have been written in various medical 
journals about the “missed” suicide, trends of 
depression, pathology of depression, et cetera. In 
many of these articles the point has been made 
that the general medical population is more apt 
to ignore, misdiagnose or underestimate depres- 
sion than any other psychiatric entity. Depres- 
sion is defined as a morbid sadness, dejection or 
melancholy to be differentiated from grief which 
is realistic and proportionate to what has been 
lost. Depression can vary from a mild feeling of 
unhappiness to a tremendous psychotic melan- 
choly with overwhelming desire for self destruc- 
tion. Psychiatrists qualify depression by various 
terms such as reactive depression, neurotic de- 
pression, involutiona] depression, and endogenous 
depression or depressive phase of manic-depressive 
psychosis. The type of depression I am referring 
to in this paper falls chiefly in the group termed 
involutional or endogenous depression.. 

It has been the experience of many psychia- 
trists, particularly in this state, that depressed 
persons often present themselves to their local 
physician complaining about some physical symp- 
tom. This is usually the chief complaint and over 
80 per cent of the time is associated with the 
gastrointestinal tract. The complaint is usually 
couched in somewhat vague descriptive terms such 
as: “I have a funny feeling in my stomach,” “I 
don’t know what’s wrong with me, but I have gas 
all the time,” “food doesn’t taste good to me, and 
I think I have an acid condition,” and “I have a 
heavy feeling in my chest and stomach.” These 
physical symptoms are what psychiatrists term 
depressive equivalents. This phrase merely means 
that they are physical symptoms of the emotional 
condition termed depression and carry the equiva- 
lent emotional significance as more clearcut psy- 
chogenic symptomatology. 

When consulting the family physician the 
patient will dwell on these physical symptoms 
and add anorexia and insomnia to the list of 
complaints. As the doctor examines the patient, 
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he may note apprehension about what he, the 
doctor, comments upon. The patient may enjoin 
the physician to be candid in his statements with 
the implication that the worst is feared. The 
physician may get the feeling that the patient’s 
verbalized specific complaints are minimal com- 
pared to the amount of suffering implied by the 
inflection in the patient’s voice. The observation 
will occur to the doctor about as follows: “This 
poor old soul looks like he or she is really suffer- 
ing, but all these patients talk about is a heavy 
stomach.” This is what psychiatrists term “psy- 
chic suffering” for lack of a better phrase. What 
the patient is really complaining about is not the 
actual physical symptom but the depression, 
something that cannot be adequately expressed in 
words. 


Common Findings In Depression 


To make or rule out the diagnosis of depres- 
sion a few simple observations may be helpful. 
Depression should be suspected in any patient 
over 50 years of age with cryptic complaints. It 
should also be suspected in anyone using Rau- 
wolfia drugs. Let me say candidly that at times 
depression is a difficult entity to diagnose. 

The first step is observation of the patient’s 
motor behavior. In depression, psychomotor re- 
tardation is frequently present. The patient walks 
slowly and talks slowly; even thinking appears in 
a slowed-up fashion. In other cases of depression, 
agitation may be present with the patient literally 
pacing about the office in an uncontrollable 
fashion. 

Next is observation of the patient’s mood or 
affect. Look for the presence of drawn, apathetic 
facies, and statements about “not caring” any- 
more: look for statements from the spouse or 
family about personality changes. A simple in- 
dictator of affect is the patient’s sense of humor. 
A gentle joke will seldom get any rise out of a 
depressed person. Depressed persons usually take 
little interest in their physical surroundings. 

In depression, there is often a loss of interest 
in usual activities. The patient seldom volunteers 
this fact, but the family will usually notice it. A 
typical statement from the family might be: 
“Mother just isn’t the same any more. A year 


ago she was busy with the woman’s club, the 


church and gardening. Now she doesn’t seem to 
care about any of these things.” 
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In depression of a moderately severe degree 
an impairment of attention span is often present. 
This is best checked by inquiry into the patient’s 
ability to concentrate. Statements such as “I can’t 
follow a play on television” or “all I can read is 
the headlines and then my eyes blur” are examples 
of this mechanism. 

Depression often shows itself in what we term 
morbid preoccupation. Statements such as “Doc, 
she reads the Bible all the time—she never did 
that before” are not to be ignored. The patient 
may volunteer that his or her thoughts are in 
morbid trends, but usually this state has to be 
inquired about directly. Also, it may be noted 
that the patient has many morbid fears about 
her actual physical symptoms. For example, the 
patient may fear that she has an incurable disease 
about which information is being withheld. Many 
times a person suffering from a depression will 
show a morbid preoccupation about the health of 
others. For example, if a casual friend has a 
carcinoma, the patient will become extremely 
concerned. Many times persons with a depression 
will dissolve into tears when asked about the 
frequency of crying spells. Some cry frequently; 
others will say, “I just wish I could cry, but the 
tears won’t come.” At times the depressed patient 
will try to hide this state and deny crying only 
to have it later brought out by the family. 

A cardinal symptom of depression is sleep 
disturbance of a fairly typical type seldom seen 
in other afflictions. This is termed early morning 
insomnia. The typical depressed patient tends to 
go to bed earlier than usual, to wake up about 
four o’clock in the morning and at this time to 
feel most uncomfortable. The patient is generally 
miserable, the physical symptom worse and the 
morbid thought processes most distressing during 
these early morning hours. Compared to the 
anxious patient, the depressed patient seldom has 
trouble getting to sleep. The usual sedative, 
especially a barbiturate, has little effect on the 
early morning insomnia sleep pattern. 

Another major symptom of depression is non- 
specific malaise. This is expressed by complaints 
of continual tiredness and general weakness, and 
by statements such as “I used to be a ball of fire; 
now I am a lump of clay.” In behavior it is ex- 
pressed by retiring early, frequent naps and 
feelings of tiredness following casual social con- 
tacts. Since this symptom of nonspecific malaise 
occurs in so many functional and organic dis- 
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orders, it is advisable to put much emphasis on it 
in the specific diagnosis of depression. 


Differential Diagnosis 


Next I would like to discuss the physical 
symptoms of depression from a different orienta- 
tion. The physician is always obliged to think 
initially of an organic process when confronted 
with a physical symptom. Admittedly, with the 
type of symptom I am referring to, this can 
force one at times to consideration of exotic 
disease entities such as pancreatic tumors, poste- 
rior gastric ulcers, abdominal crises of atypical 
Addison’s disease and numerous others. This 
paper is not intended to advocate the abolition of 
careful physical examination, routine laboratory 
studies and routine roentgenologic studies when 
indicated. If, however, a masked depression is 
present, the failure to consider this entity may 
lead the physician on several medical wild goose 
chases. This strikes close to the heart of the paper. 
First, close attention to the patient’s total 
personality, not just the symptom he presents, 
will help rule in or out the diagnosis of masked 
depression. Second, if the physical symptom 
masking depression has undue attention focused 
upon it, the symptom will tend to fix itself in the 
patient’s psyche at both conscious and uncon- 
scious levels. It has been my experience with 
depression of the masked type that the more 
intense the physical work-up, including several 
cases with exploratory laparotomy, the more 
chronic and fixed the problem becomes with less 
hope for significant amelioration. 

Next comes the knotty problem of differenti- 
ating the depression psychosomatic manifestations 
from those of other psychiatric categories such as 
pseudoneurotic schizophrenia, personality dis- 
orders, anxiety neurosis and others. Admittedly, 
at times this is difficult for even the most com- 
petent psychiatrist. I think the most honest 
advice I can give is to leave this differentiation 
to the psychiatrist whenever possible. To clarify 
this let me say that persons past middle life who 
have had previous emotional difficulties may well 
take on depression as a major feature of the 
emotional disorder. Bear in mind that the patient 
who has been labeled a neurotic for many years 
may well insidiously also turn into one with a 
fairly severe depression and respond nicely to 
appropriate treatment to many people’s amaze- 
ment, 
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Now I would like to give a few examples of 
masked depressions through abbreviated case 
histories. Let me state at the outset that there is 
no “typical” case of masked depression. It is 
helpful to look at the problem as a continuum 
ranging from frank depression without physical 
symptoms to one in which the physical symptoms 
mask almost completely the emotional problem. 
The first case illustrates the possible peradventure 
into which a depression may lead the well mean- 
ing physician through assiduous examination and 
treatment of physical symptoms. The second case 
shows how change of environment such as moving 
to Florida can contribute to the symptomatology. 
The third case shows the difficulties in treatment 
when the symptom becomes fixed. 


Report of Cases 


Case 1.—A 58 year old white married housewife was 
initially admitted to the hospital by an internist for evalu- 
ation of abdominal pain, nausea, sore mouth and in- 
somnia. She had enjoyed good health until about two 
years previously when she became concerned about her 
blood pressure. Some of her siblings were known to have 
hypertension and at that time had physical illnesses re- 
lated to the hypertension. About two years before I saw 
her, she started seeing numerous doctors in her local area, 
first in one neighboring city and then in another with 
her varying complaints. She had innumerable blood pres- 
sure readings, several elecirccardiograms were taken, and 
her gastrointestinal tract was x-rayed on several different 
occasions. During this pericd she also had received many 
different medications to relieve her various symptoms. 
None of these medications markedly altered her condi- 
tion for any significant length of time. Shortly before 
her symptoms began, her husband had undergone a fairly 
extensive operation for carcinoma. His prognosis was 
good, but he had considerable physical impairment and 
had to give up his work. 

The patient, until the past two years, had been most 
active in the local community. She was an active member 
of the local church, took a prominent role in many civic 
organizations and was considered to be one of the 
“friendliest” persons in town. When her physical symp- 
toms began, she also underwent social withdrawal. She 
gave up all her civic activities, was loathe to leave the 
home and became aware that her symptoms all increased 
when she was out with company. 

In my examination of the patient I found her to be 
apprehensive, making many purposeless movements and 
giving the superficial appearance of being happy. Aside 
from the physical complaints noticed previously, she 
mentioned her severe insomnia, which was worse in the 
early morning hours, and generalized malaise. When I 
asked her directly if she felt depressed, she dissolved into 
tears and went on to discuss her extreme religious pre- 
eccupation, morbid preoccupation with death and con- 
tinual fear that she was not ever going to improve. At 
this time she also felt able to discuss the fact that her 
physical symptoms were quite a bit out of proportion to 
the degree that she was suffering. 

It is noteworthy that in this patient, once we began 
discussing her emotional symptoms and general psychic 
state, the physical preoccupation diminished markedly. 
She went on to receive a series of electric shock treat- 
ments, and the condition improved greatly. 

Case 2.—A 63 year old white married man, whose pre- 
senting complaint was gas and constipation, had recently 
moved to Florida because of his wife’s health. He had also 
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cently retired from a responsible position in a Northern 
ty somewhat sooner than he had planned to, again be- 
use of his wife’s health. The patient was seen initially 
- a general practitioner, and his trouble was believed to 

a functional gastrointestinal disorder. He had a full 
; ork-up including complete roentgenologic studies of the 
.strointestinal tract. No organic pathologic changes were 
und. Initially, a regimen designed to alleviate the 
inctional disorder of the gastrointestinal tract was pre- 
ribed, but the therapeutic response was minimal. 

When I first saw this man he showed the following: 
cancerophobia, early morning insomnia, social withdrawal 
and morbid, self-accusatory thought processes. His an- 
cilary physical complaints were severe constipation, ano- 
rexia, a sense of abdominal distention described “like a 
sausage moving around inside of me” and constant fa- 
tigue. His wife added that he had taken to reading the 
Bible, a new departure, had become unrealistically penu- 
rious, and had started retiring extremely early in the 
evening. Also, the wife noted that his facial expression 
was like “a man in pain” whenever he had to venture out 
of their small apartment. 

In further discussions with this patient I found that 
he had been, in reality, most unhappy about the move 
to Florida and had considerable chronic unexpressed hos- 
tility toward his wife, who was somewhat domineering. 
Furthermore, he had had a mild affair with one of his 
secretaries about a year before about which he felt 
especially guilty. 

The patient responded fairly well to a short course of 
shock therapy and was followed in psychopathy after- 
wards, during which he verbalized a good deal of his 
hostility toward his wife. Since then their relationship 
has become much more realistic, and his physical symp- 
toms have disappeared completely. 

Case 3.—This case illustrates some of the treatment 
problems encountered in longstanding cases of masked 
depression in which considerable attention has been placed 
upon the physical symptom. A 72 year old white house- 
wife entered the hospital with a chief complaint of per- 
sistent nausea. She had had abdominal complaints of var- 
ious sorts for approximately the past six years. Five years 
ago she had been referred to a prominent Northern diag- 
nostic center, where complete studies and a diagnosis of 
functional bowel disorder were made. At that time her 
complaints were of abdominal pain of a migratory na- 
ture. Subsequently she was treated by several physicians, 
both in Florida where she lived in the winter and in a 
Northern state. The course was one of increasing severity 
with sporadic ups and downs. About two months before 
I saw the patient, she underwent an exploratory lapa- 
rotomy with lysis of a few small adhesions. No pathologic 
condition was found. Subsequent to the laparotomy the 
pain disappeared, but the symptom of nausea superseded 
it. This was severe and started approximately one day 
postoperatively. The symptom persisted to an _ in- 
capacitating degree and proved refractory to most medi- 
cations. 

When I first saw the patient, I noted that she ap- 
peared depressed, but she steadfastly denied depression. 
She did admit to early morning insomnia and also to the 
fact that her physical symptoms were much worse at 
this time. The husband discussed the social withdrawal 
that she had shown steadily over the past two to four 
years. 

The course in the hospital was a somewhat stormy 
one. She was sedated fairly heavily the first night and 
awoke the next morning in a symptom-free state. The 
following afternoon her husband visited her, and im- 
mediately the physical symptoms began and quickly 
reached an intolerable level so that I was contacted for 
emergent parenteral medication. She responded poorly 
to this treatment and slept poorly the following night 
in spite of the fact that she was receiving the same medi- 
cation. Two days later, a course of electroshock therapy 
was instituted, and after the first treatment she changed 
her complaint from nausea back to abdominal pain. After 
the third treatment the abdominal symptoms had com- 
pletely disappeared, but she was complaining of non- 
specific malaise. Shortly thereafter, the patient was dis- 
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charged from the hospital, and two days after discharge 
the symptom of nausea returned. She was given antide- 
pressant medication, and a fairly firm management con- 
trol was instituted. This ameliorated the situation some- 
what, but two weeks later she was readmitted for anoth- 
er course of electroshock therapy. Following this the 
physical symptom disappeared, and when seen a month 
after hospitalization, she was free of physical symptoms, 
was leading a normal, outgoing life and according to her 
husband was better than she had been for the past seven 
years. . 


The psychiatric entity of depression is a diffi- 
cult one to treat, particularly the group known 
as masked depressions. It has been my impression 
that the more fixed the physical symptom is, the 
more refractory the problem is to treatment. 

We in psychiatry must frankly admit that the 
treatment of depression in this older age group is 
not entirely satisfactory. New drugs are constantly 
being put on the market specifically designed to 
have an antidepressant effect. I would estimate 
that during the past year approximately four such 
medications have come out. Drug companies are 
expending millions of dollars in research to find 
a satisfactory antidepressant medication. It is the 
consensus of most psychiatrists that no one drug 
exists today which is a wholly satisfactory anti- 
depressant. It is hoped that in a few years we will 
have a drug which will significantly ameliorate 
depression so as to be considered useful without 
side effects that obviate its general acceptance. 
It is our experience in Sarasota that the most 
effective treatment in this type of depression is 
electroshock therapy. I believe this is the con- 
sensus of most psychiatrists, not withstanding 
a few dissenting reports to the contrary. In the 
older age group psychotherapy for this affliction 
has proved uniformly disappointing. 

Concerning electroshock treatment, in my 
experience it has proved to be tolerated well even 
in the extremely aged and debilitated. I routinely 
use intravenous Pentothal Sodium and succiny]l- 
choline to alleviate the apprehension and obviate 
the possibility of fractures. I would like to state 
categorically that electroshock treatments have 
never been proved to produce permanent organic 
brain damage in spite of anecdotal statements to 
the contrary. In spite of the fact that depression 
may prove a difficult entity to treat even under 
adequate psychiatric management, the results can 
be gratifying. 

Conclusion 

This paper points out the relatively high 
incidence of depression in the older age groups, 
particularly in Florida. The physical symptomato- 
logy that is often seen masking depression is 
described. We in psychiatry believe this diagnosis 
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is liable to be missed in the family physician’s 
office, especially if masked by a physical symptom. 
A plea is made for its consideration in the cryptic 
afflictions of anyone over 50 years of age. 
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2032 Hillview. 
Discussion 

Dr. Joun B. Liester, Coral Gables: The symptoms of 
a masked depression described by Dr. Steele fall into 
three main spheres: autonomic nervous system im- 
balance, skeletal pain, and gastrointestinal complaints. 
The differential diagnosis of these symptoms includes 
preponderantly metabolic and endocrine disorders. All of 
the following organic conditions have been found re- 
sponsible for depression plus the other nonspecific symp- 
toms mentioned, and all are conditions which occur in 
elderly persons: hyperthyroidism and hypothyroidism, 
hyperparathyroidism and idiopathic hypoparathyroidism, 
simple malnutrition with minimal pellagra or sprue, 
bromism and iodism. 

Idiopathic hypoparathyroidism, although thought of 
and often taught only in terms of tetany, has been 
found responsible for the now familiar symptoms of fa- 
tigue, weakness, neurotic behavior, palpitation and 
paresthesias which insidiously increase before the onset of 
frank tetany or convulsion. It has been reported in 
patients up to the age of 67. 

The difficult task for the organically inclined diagnosti- 
cian is that of analysis of the significance of frequently 
found and frequently symptomatic degenerative condi- 
tions of elderly persons in relationship to the presenting 
symptoms. As a specific example there is the elderly man 
with osteoarthritis of the back, diverticulosis and hiatal 
hernia with some prostatism, complaining of backache, 
vague abdominal distress and constipation, who may be 
secondarily emotionally upset by his physical symptoms. 
Dr. Steele is to be complimented for his emphasis upon 
the crux of diagnosis, which is observation of the patient 
as a whole and a separate interview with family or 
friends to elicit positive evidence of involutional melan- 
cholia. 

Although the risk of iatrogenic fixation of the somatic 
equivalent of depression is well recognized and is to be 
avoided if possible, this risk can be minimized by an 
extremely confident, orderly and obviously thorough 
work-up of the patient. Three pcssible profits overbalance 
such a risk: First, confidence gained by thorough exami- 
nation leads to ready acceptance of diagncsis and subse- 
quent psychotherapy. Secondly, when organic causes are 
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confidently excluded by the responsible physician, the 
psychogenic nature of the illness frequently becomes 
more apparent to the patient, perhaps “like the smile of 
the Cheshire cat,” and is readily accepted. Of course the 
third gain is the diagnostician’s delight when, after he 
has examined many hundreds of such patients, one of the 
exotic organic causes is disclosed and proved responsible 
for vague symptoms. 

The experiences of those of us associated with the 
Geriatric Clinic of the University of Miami School of 
Medicine would indicate that many symptoms of a minor 
nature in elderly persons may reflect dependency needs. 
If these dependency needs are even partially met by an 
understanding staff, the need to repeat the symptom 
month in and month out to the physician may disappear 
even though the physical condition is unmodified. This 
has attracted our attention to the psychologic needs of 
the patient that exist “behind” the verbalized complaints. 

Our experience with severe depressions, one of which 
unfortunately terminated with suicide, seemed to be 
associated with contemplation of major surgical pro- 
cedures. Patients known to be disposed to depression, 
who because of the medical urgency surrounding the 
operations cannot be adequately prepared psychologically, 
must be closely watched. 

Dr. Joun M. CaLpweE Lt, Miami: Dr. Steele has done 
a service by calling attention to the frequency ef de- 
pression in the older age group. It should be emphasized 
perhaps that most people who are ill, or feel ill, are 
lonely, afraid, and have feelings that are easily interpreted 
as depression. Dr. Steele, however, has correctly directed 
attention to the concomitant physiologic changes that 
should be apparent before the diagnosis of a depression 
is made. The characteristic emotional reaction to stress in 
the older age group is that of depression. This is not 
strange when we think that the typical nuclear emotional 
conflict of that age group is, accerding to Erikson, ego 
integrity versus despair. By ego integrity is meant the 
acceptance of one’s own life cycle as something that had 
to be. Too frequently we see in our mature citizens, un- 
fulfilled goals, dissatisfaction with the past, a record of 
disappointment and frustration. 

We might reflect too that mental health is dependent 
upon the satisfaction of current emotional needs. To 
maintain emotional homeostasis certain needs must be 
supplied from the environment. Maslow has listed a 
hierarchy of such needs: (1) basic physiologic needs such 
as food; (2) the need for safety, that is an organized, 
reliable, constant, familiar world; (3) love needs, that is, 
acceptance, belonging to and having a place in the group, 
giving and receiving affection; (4) esteem needs, that is, 
respect from others, prestige, appreciation, achievement, 
independence, freedom, and (5) self fulfillment needs, 
that is, the full use of one’s own capacities. 

In the treatment of persons suffering from depression 
environmental manipulation to secure fullfillment of 
emotional needs and psychotherapy often give satisfactory 
results. In refractory patients, electroshock therapy should 
be given serious consideration. Preferably, any somatic 
therapy should be followed with psychotherapy. In my ex- 
perience the newer drugs have not been particularly help- 
ful in depressions. 
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Large Myxoma of the Heart 


Report of Case 


JosepH G. SELTzER, M.D. 
ORLANDO 


Neoplasms of the heart, both malignant and 
benign, are rare and relatively unimportant. All 
kinds of tumors, both primary and secondary, 
have been found in the heart.1 Metastatic tumors 
of the heart are more frequently present and they 
are about 10 times as common as primary tumors. 
Metastatic tumors of the heart are usually second- 
ary to cancer of the bronchus or of the breast.1-3 
Any heart chamber may be the site of a metasta- 
tic tumor; however, the right chambers are more 
often involved than the left because tumors are 
spread to the heart via the blood stream. 

Primary tumors of the heart occur in one of 
every 2,000 autopsy cases.* Of the benign tumors, 
myxomas of the heart are of particular interest. 
These tumors usually involve the left auricle. 
They are diagnosed with great difficulty. Myx- 
omas of the heart are usually polypoid and are 
attached by a pedicle in or near the foramen 
ovale. Occasionally, however, the tumor is flat 
and sessile. 

The diagnosis of myxoma of the heart can 
only be established if suspected. A high index of 
suspicion, therefore, is a most helpful factor in 
establishing the diagnosis. Without this high index 
of suspicion, the diagnosis of the cardiac tumor 
is especially difficult. It is because of this lack 
of suspicion that in most cases the tumor is first 
recognized at autopsy. 

Myxoma of the heart can be diagnosed. If 
diagnosed early, it is a correctable organic heart 
lesion. Because of this fact, all rare and atypical 
cases, with heart disease, should be suspect of 
tumor of the heart until proved otherwise. 


Report of Case 


A white woman, aged 49 years, 6634 inches tall, and 
weighing 125 pounds, was admitted to the Florida Sani- 
tarium and Hospital on March 10, 1957, complaining of 
extreme shortness of breath, extreme weakness, depres- 
sion, mild cough, nausea and vomiting, all of three 
months’ duration. She stated she had not felt well for 
the last three to six months. During this period she had 
became progressively weaker, fatigue being more and 
more pronounced. Slight exertion caused shortness of 
breath. Off and on, she had a moderate cough. 

Past History—The patient was first seen on Dec. 10, 
1952. At that time she complained of severe swelling and 





stiffness of the joints of both hands, both feet, right el- 
bow, right shoulder and both knees, which had been 
present for approximately five months. She particularly 
complained about the stiffness in her hands. The joint 
pain was so severe that it was crippling in character, 
and she had difficulty in walking. At that time she gave 
up her position as a state welfare worker. She was given 
aspirin and cortisone, and with these drugs the rheuma- 
toid arthritis became well controlled. She was rehabili- 
tated and went back to work. Approximately two years 
prior to the present illness she was given Meticorten and 
Bufferin, and this combination of drugs kept her com- 
pletely comfortable. 

On March 9, 1956, the patient was admitted to the 
Orange Memorial Hospital suffering from pneumonia and 
bilateral pleural effusion. She had been sick for approxi- 
mately six weeks before hospitalization. At that time she 
was treated with oxygen, bed rest, and antibiotics, and 
after one month of hospital care and several weeks of 
convalescence, she returned to work as a welfare worker 
for the State of Florida. 

On September 22, shortly after arising in the morn- 
ing, the patient experienced a right hemiplegia while 
she was doing some housework. She was hospitalized in 
the Orange Memorial Hospital. The hemiplegia was 
transient in character and lasted approximately one day. 
She was discharged with a diagnosis of cerebral angio- 
spasm. Following her discharge from the hospital, the 
patient apparently made a complete recovery, showed no 
residual paralysis or weakness of the limbs and shortly 
afterward returned to work. She, however, felt weak, 
listless and tired. At that time she was advised to stop 
working and to take additional rest at home. 

On Feb. 3, 1957, she was again seen at home and 
then hospitalized because of severe weakness and shortness 
of breath. At this time she had orthopnea, and she had 
to rest on three pillows. She looked weak and ill, and 
her weight had decreased from 139 to approximately 126 
pounds in approximately a six month period. L.E-like 
cells were found, but their significance was indefinite. 
The roentgenogram of the chest taken at that time was 
reported by Dr. Robert W. Curry as showing findings that 
would be compatible with heart failure. The electrocar- 
diogram was indeterminate, but could be interpreted as 
possible coronary insufficiency. Heart sounds were regu- 
lar and rhythmic, and no murmurs were present. She was 
treated with bed rest, oxygen, Meticorten, Bufferin, 
Achromycin and Miltown for depression, and for the first 
time she was given digitalis therapy. She improved and 
was discharged to convalesce at home. 

Present History—On admission, the patient was 
acutely ill. She was lying quietly in bed, propped up on 
four pillows, and having difficulty in breathing. Her 
color was poor, and she had dark rings and shadows 
under both eyes. She was not feverish. She was well 
oriented and intelligent. She had no pain. Moving in 
bed caused a rather slight straining type of cough. The 
scalp was clean. There was no conjunctivitis, no iritis. 
The vision was good, the hearing was fair, and the nose 
was normal. Chest examination disclosed the chest to be 
flat. The apex beat, visible in the sixth interspace in the 
anterior axillary line and of a diffuse character, caused 
pulsation to be seen down to the upper portion of the 
abdomen. The heart was enlarged to the left. For the 
first time a murmur was noted. It was over the mitral 
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area and did not propagate into the left axilla. It was 
soft and systolic in type with possibility of a diastolic 
murmur. All of the other valves were intact. The heart 
rate was 90 beats per minute. On coughing, occasional 
diffuse rhonchi were heard over the chest on both sides. 
The liver was slightly enlarged, the abdomen was soft, 
and there was no tenderness or rebound tenderness. The 
fingers showed mild swelling in the joints, but there was 
good movement in the fingers, ankles and knees. No 
pedal edema and no muscle paralysis were present. Fol- 
lowing her admission to this hospital, the patient pro- 
gressively and rapidly became worse. 

Laboratory Data.—Urinalysis on March 11 showed 
the color amber, specific gravity 1,020, pH 5.0, a trace 
of sugar, four to six pus cells, and an occasional epithelial 
cell and cylindroid. The hemoglobin determination was 
75 per cent, color index 0.94, red blood cell count 4,000,000 
per cubic millimeter and white blood cell count 11,700 
with 1 per cent eosinophils, 8 per cent band forms, 69 
per cent segmented forms, 20 per cent lymphocytes and 
2 per cent monocytes. The reaction to the VDRL test 
was negative. On the next day, the antistreptolysin titer 
was 50 Todd units, and there was no C-reactive protein 
at two hours. On March 13, a search for L. E. cells gave 
negative results. The C-reactive protein, however, at 
the end of 24 hours was 2 plus. 

An electrocardiogram taken on March 11 showed 
sinus tachycardia with auricular beats present. There 
were ST-T changes present which were of a non- 
specific type and compatible with possible myocardial or 
pericardial damage. The significance of these findings was 
not definite. A roentgenogram of the chest showed the 
lungs to be slightly emphysematous with the heart defi- 
nitely enlarged. There was no definite infiltration of the 
lungs, and the pleural margins were clear. Roentgen 
opinion was that configuration was somewhat suggestive 
of mitral heart disease. A barium enema study gave 
essentially negative results, and a gastrointestinal study 
showed no pathologic change in the upper portion of the 
gastrointestinal tract. Agglutination studies performed on 
March 28 gave negative results. A Bromsulfalein test 
showed 60 per cent remaining after five minutes and 30 
per cent at the end of 45 minutes. Results of cephalin 
flocculation tests were reported as negative in 24 hours 
and 2 plus in 48 hours. 

Course——On March 16 the patient became partially 
deaf, a condition that had been intermittent. On March 
20, because of nervousness, the administration of Equanil, 
previously given, was resumed. She felt better and looked 
better, and wanted to go home. The next day, severe 
anorexia and vomiting developed. Her color became 
extremely poor. The mitral systolic murmur became very 
soft, and no diastolic murmur could be heard. From that 
time on, changes were rapid and progressively downhill. 
On March 23 the liver, which had been slightly enlarged, 
was now two handbreaths below the rib margin, smooth 
and nontender. In spite of the enlarged liver, dyspnea 
improved. Two days later, she again began to vomit. 
On March 29 she was confused and disoriented and in 
critical condition. The abdomen became markedly swollen 
and distended, and the liver could not be felt. Blood 
cultures were ordered and then followed by the giving 
of large doses of penicillin, 1,000,000 units every four 
hours. The patient, however, lapsed into a coma and 
en the following day became increasingly orthopneic, in 
spite of being in an oxygen tent. After 16 hours of 
coma, she died. 

Autopsy: Gross Examination—Heart: The weight 
of the heart was 500 Gm. There was some opacity to 
the epicardium. The myocardium was firm and red- 
brown. There were marked dilatation and _ consider- 
able enlargement of the right side of the heart, especially 
the right auricle. On the left side, there was a large 
soft edematous pedunculated mass attached to the wall 
of the left auricle, but the base, about 1 cm. in diameter, 
was very thin. The mass was approximately 8 by 3.5 
by 3.5 cm. in size. It extended downward through the 
mitral valve to produce marked stenosis at that point. 
There was some thickening of the mitral valve cusp and 
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definite thickening to the chordae. No verrucal lesions 
were noted on the valve leaflet. No regions of scarring 
were noted in the myocardium. The pedunculated mass 
had a yellow-gray color with scattered regions of dark 
red. 

Microscopic Examination.—Section through the left 
auricle, through the base of the polypoid mass showed a 
sharp break in the subepicardial connective tissue and a 
change in the orientation from horizontal to the perpen- 
dicular orientation of the fibers which blended with the 
base of the polyp. The polyp was seen to be composed 
of essentially two types of tissue which blended impercep- 
tably with each other. In one type there was pink 
amorphous, somewhat granular material resembling fibrin 
in which there were embedded numerous red blood cells. 
In these areas, actual cell content was scanty. Those 
present were small spindle type. In other regions, there 
was a more cellular proliferation with many blood ves- 
sels, and the intervening stroma had a pale glassy gray 
appearance. There were also present regions of diffuse 
hemorrhage. There was no evidence of any rheumatic 
activity, but a section through the mitral valve showed 
some thickening of the chordae. 

Discussion 

Any case in which the patient has unusual or 
atypical complaints with a possibility of a pre- 
sumptive diagnosis of heart disease should always 
be considered as a possible case of tumor of the 
heart. Frequently, the primary complaints are 
periodic weakness, coughing, minor cerebral 
vascular occurrences, and signs of right congestive 
failure.! This tumor may also cause a form of ball 
valve obstruction giving similar findings to those 
of mitral stenosis. The symptoms will vary with 
the location and the size of the tumor. It has 
been stated that all tumors causing symptoms 
are large. The tumors, frequently, will impinge 
on the mitral valve area. Because of this impinge- 
ment, myxomas may simulate rheumatic valvular 
heart disease with mitral stenosis. Peripheral em- 
boli may be caused by detached pieces of tumor. 

The following differential points? are impor- 
tant: (1) There is no previous history of rheu- 
matic fever. (2) There is a variation in the mur- 
mur secondary to the change of the position of 
the patient. This is a most important differential 
finding. (3) The blood cultures are repeatedly 
negative. The upright position usually increases 
the murmur, and lying down either decreases or 
causes the disappearance of the murmur. This re- 
sponse is the exact opposite of the findings in 
true mitral stenosis caused by rheumatic fever. 
If the myxoma has a broad base and is not poly- 
poid, the murmur will not change with body posi- 
tion if a murmur is present. Occasionally dysp- 
nea, palpitation, cyanosis, faintness, syncope and 
even shock occur suddenly with the change of the 
body position because of the mechanical obstruc- 
tion of the flow of blood through the mitral valve. 

Eventually, myocardial failure results. This 





nent an 


See ee 








J. Frorrpa M.A. 
\ucusT, 1960 


ailure is refractory to digitalis or other recog- 
1ized forms of heart therapy. 

The physical examination is as described in 
che case presented. The possibility of a tumor of 
the heart should always be considered in all 
atypical cases of cardiac disease. It is repeated, 
a high index of suspicion is almost a must in the 
diagnosis of this disease. 

The electrocardiogram is indeterminate.? Oc- 
casionally, an irregular flutter or fibrillation may 
be present and this may be transient or perman- 
ent. Occasionally also, the electrocardiogram may 
show the presence of atrioventricular or bundle 
branch block or T-wave changes. 

Roentgenograms of the chest will show an en- 
largement of the left auricle and occasionally an 
enlargement of the right cardiac chambers.* 

Angiocardiography is a substantial help in the 
diagnosis.4 

Until 1952 no attempt was ever made at sur- 
gical correction of this disease.* At that time sur- 
gical removal of a myxoma was attempted un- 
successfully. It is the consensus of cardiac sur- 
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geons that if this condition is diagnosed early, 
it is correctable. It is also thought that the direct 
approach is the best approach. 


Conclusion 


A case of myxoma of the left auricle is de- 
scribed. 

This lesion was not diagnosed antemortem be- 
cause of the low level index of suspicion. All the 
classical signs and symptoms were present to help 
establish a diagnosis. 

Any unusual disease state with findings in- 
dicating cardiac disease should be suspect as a 
tumor of the heart. 

With early diagnosis and proper surgery, 
myxoma of the heart is a correctable disease. 
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Prolapsing Trigonal Mucosa in Infant 


Henry G. Morton, M.D., Tatmapce THompson, M.D., anp 
MELvIN M. Simmons, M.D. 
SARASOTA 


The following report is of a case seen in June 
1958 which is similar to the one reported by 
Espinosa, Blanco, and Picornell! in the Journal 
of Pediatrics that same year. They covered the 
background well and reviewed the accumulated 
literature. 

The patient, the third child of the family, was 
three weeks old when first seen. The other two 
children were living and well, as was the father, 
aged 30. The mother, aged 23, had a history of 
some “kidney trouble.” 

The child was born on May 29 by normal 
breech delivery and weighed 5 pounds, 10 ounces. 
At three weeks, she was taking breast feedings 
and gaining and growing normally with no com- 
plaints except straining at stools. 

About 10 a.m. on the morning she was seen, 
she started screaming. The mother checked her, 
changed her diaper, and found a red and white 
streaked mass protruding from the vagina. Some 
pus was present. She immediately took the child 
to the family physician, who found the protruding 
mass on examination. When manipulated, the 
mass produced a rather purulent discharge and 
suddenly deflated, pus and urine appearing. When 
left alone a minute, it filled up again. He re- 
ferred the child to my office (pediatric). 

Physical examination revealed a normal infant 
three weeks old with no abnormalities except in 
the rectal and genital areas. The rectum was 
extremely tight, and considerable stretching was 
necessary. Blood was present following examina- 
tion. In the genital area, there was a large, red 
mass about % cm. in diameter which extended 
out fully 2 cm. (fig. 1). No blood was present. 
On reflecting the mass and pushing it posteriorly, 
urine suddenly appeared with an occasional pur- 
ulent discharge. The vaginal area was opened, 
and a probe was introduced with no difficulty. A 
cotton applicator was placed against the cystic 
mass to manipulate it, and the mass eased back 
through the urinary meatus into the bladder area 
with gentle pressure. It, however, immediately 
prolapsed again. 

The impression at that time was that it was 
a cyst or a fistula of the bladder wall which had 





Fig. 1.—Presenting physical findings at the time of 
the initial examination. 
pedunculated out through the urinary meatus. 

The child was admitted to the hospital with 
that diagnosis for further care. A Foley catheter 
was tied in place, and the bladder was held in 
normal position by that method for approximately 
48 hours. With the patient in the dorsal lithoto- 
my position, the cystoscope was introduced into 
the bladder under local anesthesia. Inspection re- 
vealed pronounced edema and hyperemia, but no 
definite abnormality could be noted. A profuse 
prurulent discharge was obtained through the cys- 
toscope and was washed out around it. The in- 
strument was then introduced into the vagina, 
and that area appeared essentially normal, except 
for irritation. No source could be found for the 
protruding mass. Intravenous pyelograms were 
normal in appearance. 

The child has done well following discharge 
from the hospital. She has been under observa- 
tion for one year with no recurrence of urinary 
trouble. 

The case is of interest in that it is apparently 
another case of prolapsing trigonal mucosa. 
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Use of a PETN-Ataractic Combination 
(Cartrax)* in the Long Term Management 
Of the Cardiovascular Geriatric Patient 


RupotpeH C. GARBER Jr., M.D. 
SARASOTA 


Geriatric patients are constantly increasing in 
number and seeking medical care. A large share 
of this care becomes the responsibility of the 
general practitioner. Old age brings its own ar- 
ray of disorders, but often heading the list of 
symptoms are variations of cardiovascular com- 
plaints, such as angina pectoris associated with 
arteriosclerotic heart disease and headaches of 
hypertension. These older patients frequently 
have accompanying emotional problems and anx- 
iety neuroses; thus, they seek not only relief 
from their physical symptoms but peace of mind 
and freedom from health worries as well. 

Florida, within recent years, has become a 
mecca for retired and semi-retired persons desir- 
ous of relaxing during their declining years and 
enjoying these years to the fullest. Hence, more 
geriatric patients are seen by the Florida physi- 
cian than are perhaps encountered daily by the 
general practitioner elsewhere throughout the 
country. My Florida practice is comprised large- 
ly of elderly adults, many of whom present symp- 
toms of cardiovascular disturbances. 


Nitroglycerin in the treatment of heart dis- 
eases has long been recognized as a substance 
for effective and immediate relief of the acute at- 
tack; however, for more prolonged response, clini- 
cal studies by Russek, Zohman and Dorset! and 
others have shown pentaerythritol tetranitrate 
(PETN) to be more effective prophylactically and 
more desirable for prolonged use. In certain cases 
PETN has replaced nitroglycerin altogether,* al- 
though it is not intended for immediate relief of 
anginal attacks. PETN is a slow-acting organic 
nitrate compound with coronary vasodilating ac- 
tion ascribed to the release of the nitrate ion in the 
body. Chemically it bears a close structural re- 
semblance to nitroglycerin; PETN releases smaller 
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amounts of nitrate for longer periods, thus making 
it particularly suitable for prophylactic use 
against the anginal syndrome. Recent clinical 
studies*:> have shown PETN improves electro- 
cardiographic response to exercise, lessens the fre- 
quency of anginal attacks, and, when compared 
with other drugs, is of definite benefit in angina 
pectoris. PETN produces little effect on the heart 
rate; however, moderate increase in the rate and 
volume of respiration can be expected with this 
agent. 

It is recognized that psychic and neurogenic 
influences play a role in the production of cardiac 
disturbances. Attacks are often precipitated by 
emotional tension. Both pleasant and unpleasant 
thoughts and experiences may act as triggers in 
bringing on attacks.6-7 Many physicians have 
found tranquilizers a valuable adjunct in the 
therapeutic regimen of these patients. Hydrox- 
yzine hydrochloride is an established ataractic 
agent which has been shown in pharmacological 
studies®-® and in clinical trials to produce an ata- 
ractic effect without depressing the higher centers 
of the central nervous system, and without dis- 
turbing mental faculties or mental acuity. Its 
particular value for the cardiovascular patient lies 
in its ability to produce calmness and peace of 
mind. Some persons may experience a feeling of 
sudden release from tension and apprehension, 
which is beneficial in angina pectoris and which 
may at first be accompanied by a slight drowsi- 
ness. Drowsiness usually disappears after the first 
two or three days of therapy, but a feeling of 
serenity persists. Aside from its tranquilizing ef- 
ects, hydroxyzine hydrochloride (Atarax) has 
been shown to have value in cardiac arrhyth- 
mias!° and angina cruris!-12 as well as an ability 
to block selectively the effect of epinephrine and 


‘to increase coronary flow in anesthetized dog and 


cat hearts.13 
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It was thought that a clinical trial of a com- 
binat’on of these two drugs would be of definite 
value in the long term management of the cardio- 
vascular problems of the geriatric patient. This 
paper reports the results of this trial. 


Materials and Methods 


Seventy-seven patients, mostly elderly adults, 
were treated for a period of over two years. 
Eighty-seven per cent of these patients were over 
50 years of age. Table 1 shows the age range. 
As would be expected in this age group, most of 
the patients presented multiple complaints; a 
listing of their major diagnoses is presented in 
table 2. Most of the patients showed evidence 
of some form of cardiovascular disease; many had 
a general circulatory impairment manifested by 
such symptoms as dizziness, angina and leg 
cramps. One main feature common to many of 
these patients was a need not only for a vaso- 
dilator but for some form of sedation. Cartrax,* 
a combination of PETN and hydroxyzine hydro- 
chloride, was chosen for this study. 

The dosage ranged from 10 mg. tablets three 
times a day to 20 mg. tablets four times daily. 
There was less need for increasing dosages of the 
sedative as is frequently found necessary in pa- 
tients receiving phenobarbital for long periods. A 
10 mg. dosage given at four to six hour intervals 
has not been changed in some of these patients 
for a period of over two years. 


Results 


The patients in this series did as well on Car- 
trax, if not better, than those patients on nitro- 
glycerin or the long-acting nitrates. More than 
89 per cent showed a response classified as either 
excellent or good (table 3). A further benefit, 
especially noted, was that the depression often 
accompanying long term administration of the 
barbiturates was rarely observed in the patients 
receiving Cartrax. 

The benefit of Cartrax in those patients who 
had previously taken large quantities of nitro- 
glycerin was obvious. When they were given Car- 
trax four times a day in 10 or 20 mg. strength, 
the need for additional nitroglycerin tablets was 
markedly curtailed or entirely eliminated. One 
patient reduced her requirements from 20 to 75 
nitroglycerin tablets per day to only an occasional 
sublingual nitroglycerin tablet after taking a 
*Cartrax tablets are supplied in concentrations of Atarax 


10 mg. combined with PETN 10 mg. (yellow tablet), and Ata- 
rax 10 mg. combined with PETN 20 mg. (pink tablet). 
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Table 1.— Age Range of Patients 
In Cartrax Study 


Age Range Number of Patients 








35-39 3 
40-49 7 
50-59 15 
60-69 29 (87% over 50) 
70-79 19 
80-89 4 
Total 77 


Table 2.— Diagnosis and Sex of Patients 
In Cartrax Study 


Diagnosis Number of Men Women 
Patients 

Generalized arteriosclerosis 12 8 4 

Arteriosclerotic heart disease 35 16 19 

Essential hypertension 20 4 16 

Hypertensive cardiovascular disease 5 2 3 

Obesity, menopause, et. cetera 5 0 5 
Total i 30 47 


Table 3.— Summary of Clinical Results 
With Cartrax 








Diagnosis Number of Results Side 
Patients Excellent Good Poor Effects 
Generalized 
arteriosclerosis 12 10 2 0 0 
Arteriosclerotic 
heart disease 35 28 3 0 
Essential hypertension 20 17 0 3 1 
Hypertensive cardio- 
vascular disease 5 3 1 1 2 
Obesity, menopause, 
et cetera 5 4 1 0 0 
Tctal 77 62 7 8 3 
Per cent 100 80.5 S ws 33 


shower. This reduction occurred after she hid 
started on Cartrax, 20 mg. four times a day. She 
has been receiving the drug for almost two years 
now and has shown no indication of need for 
other medication. 


In addition to the help many patients with 
angina pectoris have received from Cartrax, many 
persons who had nocturnal leg cramps have 
shown improvement. Most of these were older 
women with evidence of generalized arteriosclero- 
sis as their main problem. Initially, they received 
Cartrax, 10 or 20 mg. four times a day, but later 
most of them were able to reduce the medicat’on 
to one tablet at bedtime with complete rem‘ssion 
of symptoms. The drug was not found to be 
effective in the treatment of intermittent claudi- 
cation, which was seen more frequently in the 
male patient. It seemed, however, to be useful in 
the treatment of cerebral arteriosclerosis in elderly 
patients. It is especially valuable as a general 
supportive drug which is reasonably safe and easy 
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t» administer. The combination of the sedative 
end the nitrate reduced the need for taking two 
t.blets, a frequent problem in this age group, 
s nce many patients are often taking nitroglycerin, 
digitalis, vitamins, and other medication. When 
civen Cartrax, these patients seem to sleep better, 
have a clearer sensorium during their wakeful 
hours and, for the most part, appear more so- 
ciable. How much cerebral circulation is induced 
is difficult to determine, but the results lead one 
to believe it is improved with this combination of 
drugs. 
Discussion 

A combination of hydroxyzine hydrochloride 
with pentaerythritol tetranitrate has an advantage 
over the use of the nitrate alone, as witnessed in 
a number of these patients who were previously 
receiving PETN alone. This combination of drugs 
is most effective in the initial treatment of mildly 
hypertensive patients prior to the use of any spe- 
cific antihypertensive drugs. In many, potential 
hypertension could be controlled by the adminis- 
tration of Cartrax, 10 mg. three times a day, 
with a simple weight reduction program and a 
restricted sodium intake without need for further 
medication. Understandably, many of these hyper- 
tensive patients would fall in the labile group 
and may well have improved without the drug; 
nevertheless, it did offer an adjunct in the man- 
agement of this type of borderline hypertensive 
patient. 


Report of Cases 


The following case reports are typical ex- 
amples of the action of this drug combination: 


Case 1.—An 87 year old widow had pronounced gener- 
alized arteriosclerosis with cerebral impairment and pro- 
gressive signs of senility complicated by hypertensive 
cardiovascular disease. She showed some agitation, marked 
impatience with her domestic help and friends, and un- 
willingness to cooperate with her physician. She was be- 
coming most forgetful and was unable to manage her fi- 
nances as she had done prior to this time. The hyperten- 
sive cardiovascular disease was managed with digitalis leaf, 
1% grains daily, plus Diuril, 0.5 Gm. twice a day, sup- 
ported by Cartrax, 20 mg. four times a day. After some 
six weeks, there was a decided change in her general 
sociability and mental attitude. She became active again 
in her social group and is once again leading a happy 
and useful life. 


Case 2.—A 67 year old retired man with cerebral 
arteriosclerosis, arteriosclerotic renal disease, arteriosclerotic 
heart disease, benign diaphragmatic hernia and a low grade 
chronic bronchitis had a blood pressure range between 
140 to 190 mm. Hg. systolic and 90 to 110 mm. Hg. 
diastolic. He had been in Florida some 10 to 15 years 
since retirement and had been active in yacht and country 
club as well as several side business ventures until 18 
months prior to consulting me when cerebral impairment 
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necessitated his withdrawal from these activities. Kynex, 
one tablet daily, for the renal infection and Cartrax, one 
20 mg. tablet four times a day, were prescribed. Since 
that time he has made a gradual return to a more social 
life and is now playing golf at least twice weekly, which 
would have been impossible 18 months previously. 


Case 3.—A 37 year old housewife with three children 
ccnsulted me with the chief complaint of poor circulation 
and general nervousness. There was a history of rheu- 
matic pains since early adulthood and_ of borderline 
hypertension. Physiological and psychological examina- 
tions led to the conclusion that the patient had essential 
hypertension with an emotional overlay. Cartrax, 20 mg. 
four times daily, was prescribed. She showed immediate 
improvement and now has fewer subjective complaints. 
She requires only an occasional office visit whereas pre- 
viously she was seen as frequently as twice weekly. She 
has been on medication for approximately 12 months 
and states that she is comfortable as long as she takes her 
medication. Medication was discontinued for about two 
or three weeks with the return of symptoms and increased 
blood pressure findings. These were improved with the 
reinstitution of Cartrax. 

From the over-all findings in this study as well 
as from personal observation in over 100 other 
patients given Cartrax in the past few years, it 
can be said that this drug has been well tolerated 
when used with and without other medication. It 
has been free from any serious side effects. The 
only noted side effects in this group were one case 
of headache, two of generalized flushes including 
facial flush, and some few complaints of night- 
mares. The beneficial results, especially in hyper- 
tensive patients, certainly lead to the belief that 
the mild cases of essential hypertension can be 
better managed with such an innocuous drug 
without fear of the side effects observed with some 
of the Rauwolfia products and the other more po- 


tent antihypertensive drugs. 


Conclusion 


The value of this combination has been ob- 
served, The addition of hydroxyzine hydrochloride 
to the phenylnitrate vasodilator has given addi- 
tional benefit, primarily from a relaxing stand- 
point. It might be said that the over-all improve- 
ment has been more than simply additive, but 
when two drugs are administered to a person with 
more than one malady, the evaluation of a par- 
ticular drug or drugs is most difficult. Many of 
the patients had multiple diseases requiring more 
than one medication. Many had arteriosclerotic 
heart disease with some form of congestion re- 
quiring the digitalis preparations and/or the diu- 
retics and, possibly, an antihypertensive drug. 


‘When a second, third or fourth drug, such as 


Cartrax, is added, an honest evaluation as to the 
patient response is difficult to achieve. 





Yet, even with this difficulty in mind, there 
was demonstrable evidence shown both subjective- 
ly and objectively in the majority of the patients 
receiving this drug. These patients were seen 
as private patients on routine office visits and were 
not under the strict clinical observation available 
in large teaching centers. Nevertheless, these are 
the kinds of persons who benefit most from the 
newer drugs available in the management of dis- 
eases of old age. In the management of geriatric 
patients, who may be taking several different 
drugs, a combination drug such as Cartrax obvi- 
ates the need to administer two different pills 
since the sedative and the vasodilator are com- 
bined in the one tablet. 
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The Patient's Responsibility in Improved 
Medical Care Today 


ALLEN SHEPARD, M.D. 


KEY WEST 


The physician’s role in creating a rift in the 
marriage of modern medicine and the patient has 
been editorialized in both medical and lay pub- 
lications. Little has been said of the patient’s 
responsibility in making this relationship a suc- 
cessful one. Nothing has been said of the influ- 
ence of newspapers, magazines, and science edi- 
tors over this relationship. 

We are told that doctors today are allowing 
scientific tests and miracle drugs to provide a 
short cut, not always successful, to the cure, 
without demonstrating compassion for the patient 
in his illness. We are told that some doctors 
cannot be reached in emergencies and that they 
spend too little time with each patient. Patients 
also charge that doctors’ fees are too high and 
that they make mistakes in diagnosis and treat- 
ment. Certainly these complaints are justifiable 
in some instances. Yet these complaints clearly 
show that the patient may have failed in his 
responsibilities. 


Doctor-Patient Rapport 


First of all, the patient today frequently 
comes to the doctor with a preformed opinion of 
what is wrong with him and what should be 
done about it. This is not entirely his fault. He 
has been educated over the years in medical lore 
by newspapers, magazines, television and motion 
pictures, and by the doctor himself. This patient, 
having a preformed opinion of his diagnosis and 
treatment, accepts advice skeptically and displays 
little sincere interest in the doctor or the com- 
passion displayed by him. Since education of the 
lay public has dealt almost exclusively with the 
highly technical developments in medical science 
and the so-called miracle drugs, it is little won- 
der that many patients seek treatment of their 
ailments without an appreciation of the compas- 
sion displayed by the doctor and its importance 
in helping them to get well. Technical discoveries 
and miracle drugs naturally make more interest- 
ing material for the layman to absorb than the 
less spectacular accomplishments of the kindly, 


sympathetic, devoted physician. Sympathetic at- 
tention can only come from the patient’s respect 
for the capacities of his doctor and a sincere 
interest in what he has to say. 

The reaction we call “sympathy” also means 
“harmony, and the sharing of feelings and inter- 
ests.” There are few doctors who cannot recall 
incidents such as this: After completion of the 
history and examination of Mrs. X, the doctor 
then begins, unhurriedly, an explanation of his 
opinion as to what is wrong and what is the best 
thing to do to help clear up the trouble. During 
the course of this explanation, the physician is 
interrupted repeatedly by Mrs. X. Written in- 
structions and a prescription are given to Mrs. X. 
Later in the day, Mr. X telephones the doctor 
asking what he found wrong with his wife, be- 
cause the doctor did not tell her much about it, 
just wrote a couple of prescriptions. Mrs. X’s 
inattentiveness destroyed the rapport that should 
exist between her and the doctor, and probably 
deprived her of the benefits of her doctor’s skill 
and patience. 


Emergencies 


Although it may seem that the patient bears 
little responsibility in the availability of doctors 
for emergencies, such may not be the case. The 
doctor responding to an “emergency” call may 
find a nonemergency condition of several days or 
weeks duration. This dampens his desire to re- 
spond to so-called emergencies. Then, too, many 
times simultaneously, several physicians will be 
called for a single patient with an emergency ill- 
ness. Most physicians do not regret having been 
called for a true emergency, even though their 
service is superfluous, but some doctors have 
needlessly had to leave patients in their offices 
who have traveled considerable distance to be 
treated. Doctors themselves in many areas have 
organized emergency call services, so that a doc- 
tor can always be reached in true emergencies. 
The patient is not expected to diagnose his own 
ailment. If, however, he will use common sense 
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and maintain respect for the doctor’s time in ask- 
ing for emergency treatment, then such treat- 
ment will always be available. 

The intelligent patient realizes that the length 
of time the doctor spends with him is not a 
criterion of his competence. Time spent with the 
patient may merely reflect the difficulty or ease 
of examination, diagnosis, and treatment. Wheth- 
er the patient feels that the amount of time 
spent with him is adequate is influenced by his 
attentiveness, emotional makeup and personality. 
Then, too, it is often the patient, and not the 
doctor, who is in a hurry. Today it is common 
for the visit to the doctor to be planned along 
with a stop at the supermarket, a haircut for 
little Johnny, and a stop at the bank before 2 
p.m. closing. With the preoccupation of these 
chores to be accomplished following the visit with 
the doctor, the patient has heard little of what 
the doctor has said. The impression that lingers, 
however, is that the doctor “just didn’t spend 
much time.” Yet it was the patient, not the doc- 
tor, who was “in a big hurry.” 


Remuneration 


Medical ethics dictate that the prime object 
of the medical profession is to render service to 
humanity, and reward or financial gain is a sub- 
ordinate consideration. That the vast majority 
of physicians adhere to this ethical principle is 
a certainty. The practicing physician today is 
faced with financial obligations identical to those 
of the artisan, merchant, vendor of services, and 
others. He must purchase licenses, maintain a 
place of business and necessary equipment, en- 
gage employees, keep records, pay taxes on prop- 
erty owned and on income earned, and make 
donations to local and national charities. In addi- 
tion, the physician subscribes to medical jour- 
nals, attends medical conventions and postgradu- 
ate courses, all of which create additional ex- 
pense. This is necessary in order for him to 
maintain proficiency. The public expects this of 
the doctor. To expect a fair fee for service to the 
patient must certainly seem logical. 

The patient must realize the necessity and 
importance of the doctor being properly re- 
warded. Unless this is so, the scope of service 
rendered would be narrowed tremendously. De- 
spite this, no human being in these United 
States need be deprived of the finest in medical 
care, thanks to the charity in the hearts of doc- 
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tors and laymen alike. It is often difficult for the 
patient to evaluate “service” which has such an 
ethereal character. He should delay forming con- 
clusions regarding the fairness of a fee until he 
has asked the doctor to explain the basis for his 
charges. The patient who indulges in a masquer- 
ade of ignorance about the financial aspects of 
medical care violates the Golden Rule. The frank- 
ness with which the patient and his doctor dis- 
cuss the financial aspects of illness will often 
eliminate the element of dissatisfaction arising 
from fees. 

For the doctor to be frank about discussing 
his charges should not be misconstrued by the 
patient as “commercialism.” Few doctors today 
have the desire or inclination to appear ‘“com- 
mercial.”’ To avoid this, most will hire employees 
to handle the billing of patients and other chores 
of a “business” nature. This aid permits the doc- 
tor to devote all of his time and energy to the 
treatment of his patient. 

That doctors make mistakes in diagnosis and 
treatment serves as a further demonstration that 
the practice of medicine has for its most impor- 
tant ingredient the quality of being humane. To 
err is human. Despite all the technical discoveries 
in medical science and the great care taken by 
the physician in his treatment of the patient, 
errors in diagnosis and treatment will occur. The 
physician is human. It is a tribute to him that 
he has erred so little. 

There are many patients who seek medical 
treatment for ailments which may have a pecu- 
niary background. Workman’s compensation in- 
surance, accident insurance, disability pensions, 
and public liability insurance have created situa- 
tions where the patient’s primary concern will 
be financial reward as a result of illness. The 
patient in such circumstances seeks little in the 
way of sympathetic attention. He visualizes his 
illness as a bonanza. The doctor is seen only 
faintly in this vision. The physician finds it dif- 
ficult to assume his proper role as a healer un- 
less the patient’s objective is parallel to his. 

“The Open Sesame” to the finest medical 
care in the world cannot be provided by the 
physician himself. The patient, by his attitude 
and intentions, bears a portion of the responsi- 
bility in assuring success in the prevention, diag- 
nosis, and treatment of illness, 
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ABSTRACTS 


Management of Women With Positive 
Vaginal Cytological Findings. By James H. 
Ferguson, M.D., and J. Allan Offen, M.D. 

A. M. A. 170:1892-1895 (Aug. 15) 1959. 

Cervical and vaginal cytological studies are 
rapidly becoming routine diagnostic procedures in 
the examination of women. By obtaining smears 
from all gynecologic and obstetric patients, the 
authors have acquired experience with many thou- 
sands of cytological examinations of the cervix. 
In their opinion every woman deserves a cyto- 
logical examination on the first visit, regardless 
of age or whether or not she is pregnant. Punch 
biopsy is performed in all cases of cervical lesions. 
When a histological diagnosis of intraepithelial 
carcinoma is made or when there is an unex- 
plained positive smear, a cold conization of the 
cervix is performed. 

With the expanding number of such examina- 
tions, there are large groups of women who have 
positive findings on cytological examination and 
in whom frank malignancy does not exist. Ap- 
preciation of the size of this group and of the 
ramifications of the problem they present will 
inevitably increase. Management of these patients 
therefore looms as the newest challenge confront- 


ing gynecology. 


The Lymphoid Tissue of the Naso- 
pharynx. By A. R. Hollender, M.D. Laryn- 
goscope 69:529-542 (May) 1959. 

The relationship of the lymphoid tissue of the 
nasopharynx to its own space, to other parts of 
Waldeyer’s ring, and to the body as a whole 
presents a problem of broad clinical significance. 
Dr. Hollender points out in this article that pres- 
ent knowledge holds to the belief that the func- 
tions of the lymph structures of the nasopharynx 
are similar to those of the general lymphatic 
system, and that among the several concepts ad- 
vanced concerning the growth and involution of 
lymphoid tissue the one pertaining to a hormonal- 
lymphoid relationship merits special consideration. 
He observes that the incidence of nasopharyngeal 
lymphoid hyperplasia in older persons is relatively 
high, atrophy of this tissue not being an invaria- 
ble development of advancing age as generally 
assumed, Of the various clinical problems asso- 


ciated with hypertrophied nasopharyngeal lymph- 
oid tissue, the complications which develop in 
the respiratory and auditory organs give the 
otolaryngologist the most concern. 

Failures in the management of nasopharyngeal 
lymphoid tissue can often be accounted for by 
inadequate extirpation, lack of regard for a pos- 
sible generalized lymphatic disorder, and ab- 
sence of an effective method with which abnormal 
regenerative activity of the lymphoid organs can 
be controlled or completely retarded. Theoreti- 
cally, the ideal would be a method of prevention, 
adequate control of allergy and reinfections of 
the upper portion of the respiratory tract in in- 
fancy and childhood, or following surgical inter- 
vention. Hope rests, the author concludes, in ad- 
vances in hormonal preparations through whose 
effects the activity of the entire lymphatic sys- 
tem could be adjusted or regulated permanently 
as the indications warranted. 


B-Hemolytic Streptococci From Several 
Sources Reactive in Both Groups A and F 
Antisera. By Milton S. Saslaw, Madelyn Srul, 
Sallie Anne Jenks, and James M. Jablon. J. B. ct. 
77:519 (April) 1959. 

In an investigation of the epidemiology of 
8-streptococci in Miami, all streptococci recover- 
ed, approximately 3,000 cultures, were grouped, 
the organisms belonging to group A, B, C, F, or G, 
or being nongroupable. In February 1958, a cul- 
ture taken from an excised, minced tonsil yielded 
a B-hemolytic streptococcus, which, after isolation, 
was observed to react to both group A and group 
F antisera (Difco). After this observation was 
made, three additional persons were found to 
harbor organisms which reacted with both A and 
F antisera. Three of the AF cultures were carried 
through 12 successive generations, and maintained 
the trait of grouping with both A and F antisera. 
Further investigation of the AF organisms is in 
progress. 





Members are urged to send reprints of their 
articles published in out-of-state medical jour- 
nals to Box 2411, Jacksonville, for abstracting 
and publication in The Journal. If you have 
no extra reprints, please lend us your copy of 
the journal containing the article. 

















The Last Bulwark 


It is singularly appropriate that this page is being written on July Fourth. Even 
every school child knows that the celebration of that date commemorates the signing 
of the Declaration of Independence. That event, setting forth a statement of prin- 
ciples by which free men might live and govern themselves, marked the beginning 
of a new nation with a new and radically advanced form of government for that day. 
This is our proud heritage. 

Now, after nearly two hundred years of this democracy, we find that government 
of some of the people, by a comparatively few of the people, for a vocal minority of 
the people, is gradually and with little opposition withdrawing the freedom so 
doggedly won. 

Over the years, the so-called learned professions—medicine, law and theology— 
have been leaders in independent thought and action. And of these, physicians are 
considered to be the great individualists. That is to be expected. Disease can be 
categorized, but not patients. Such people cannot be cured with a do-it-yourself kit. 
Treatment requires individual consideration of the patient. Thus the physician has 
become accustomed to thinking and acting independently. 


The question then arises whether physicians are willing to fight for their in- 
alienable and traditional rights—to practice their art to the best of their abilities, to 
treat the needy without cost if need be, to decide for themselves how their services 
shall be used. 


Is freedom so trivial a thing that it can be traded away for the flimsy argument 
that compulsory medicine, call it what you will, is a necessity for the good of all? 


I have no patience with those who would accept complete government control of 
medical practice as being so inevitable as to be considered a fait accompli. It is 
not yet. 

Determined action by all of us, not just your officers and committee chairmen, can 
controvert the apparent trend. Are we so impassive, so impecunious, so impotent as 
to take this latest and most dangerous threat to free American medical practice with- 
out a fight for our rights? I think not. 


eM. ethtil 
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The Doctor and the Hospital 


Today the spotlight of popular attention has 
focused itself on the socioeconomic problems of 
Medicine, and the traditional priority of its pro- 
fessional aspects has waned. Such fission between 
two aspects of medical practice has been perhaps 
nowhere as evident as in the hospital arena. Here 
the interests, the responsibility and the points of 
view of those responsible for the professional care 
of the patient and those responsible for the ad- 
ministration and the financial aspects of this care 
have drifted farther and farther apart until they 
represent, in many instances, two entirely sepa- 
rate operations. This unfortunate dilemma is uni- 
versal and has been highlighted by the differences 
of opinion on basic issues between hospital and 
medical associations. This is a national trend, 
which, if-it continues, will become a national ca- 
tastrophe. 

Most of us have experienced, at first hand, 
evidence of the antipathy between hospital boards 
and medical staffs. Most of us have seen these two 
groups approaching the solution of a common 
problem in belligerent, uncooperative attitudes 
which seem more concerned with fixing blame than 
with correcting unsatisfactory situations. The un- 


deniably important problem of the high cost of 
medical care and its explosive, fungoid growth 
is a serious and a pressing one. It is a problem 
that concerns our patients and ourselves, and it 
will never be solved by the useless effort of point- 
ing out that the increase is largely in hospital ad- 
ministrative costs and not in Physicians’ fees. 
Patients have a right to look to us—their Physi- 
cians—for guidance, help and remedial care. They 
turn to us as they helplessly and involuntarily 
enter the medical arena and expect us as experts 
in this discipline to guide and direct them in all 
of its aspects. 

Somehow we have avoided the responsibility, 
the difficulty and the unpleasantness associated 
with problems arising in the administrative field 
of hospitalization and medical care, and have be- 
come separated from the direct supervision of 
many of the aspects of the welfare of the patient 
under our care. Regardless of how this began, it 
would appear essential that it be corrected if any 
real advance is to be made upon the over-all prob- 
lem of furnishing competent medical care to all 
the people at a total cost which they can afford, 
anticipate and prepay. 
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Physicians—and Physicians only—can effec- 
tively control hospitalization, certain portions of 
hospital expense and efficient hospital administra- 
tion; and the individual Physician must once 
again walk the hospital ward with authority, re- 
sponsibility and interest in all the details of pro- 
fessional and administrative problems. He must 
once again sit on the boards of control of hospitals 
in sufficient preponderance of numbers to in- 
fluence their thinking and to guide and control 
policy and performance. We can no longer afford 
the luxury and the indolence of preferring to deal 
solely with interesting professional problems. We 
certainly—above all others—are responsible for 
the total care of the sick. Until we individually 
accept this responsibility—until we make of this 
tremendous national problem a grass roots issue, 
solved in its fractional components by each of us 
individually participating in our own hospital ad- 
ministrative, as well as professional, problems-— 


By Trial — 
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until then, we shall not make worth while prog- 
ress. 


We must accept the responsibility, and we 
must have the opportunity to do so—an oppor- 
tunity which can, in most instances, be granted 
only by an enlightened hospital board. Success- 
fully allied, the Doctor and the hospital will then 
represent one medical point of view—one unified, 
constructive approach to the difficult problem of 
present day medical care. If it is not accom- 
plished, the hospital will be gradually separated 
from the great profession of Medicine, and will as- 
sume the cold, bureaucratic aspect of another 
governmental department, and the Physician and 
his patient will be lonely, indeed. Let us show 
the Nation that the Doctor and the Hospital are 
a fraternal, cooperative team, ceaselessly, sincere- 
ly striving to provide better medical care for all. 


J. W. A. 


By Error 


Barracuda Poisoning 


About three and a half years ago, I had the 
apportunity to observe five cases of poisoning 
from barracuda. The five men were Guatemalan 
sailors on a small tramp steamer in the Bahamas. 
They caught a small barracuda and, welcoming a 
change in diet, prepared the fish and ate it. Some 
was also fed to the ship’s cat, which within 12 
hours became violently ill; paralysis of its hind 
legs developed, and within 24 hours it was dead. 

Soon afterward, the men became nauseated 
and began to vomit. By the following day, upon 
their arrival in Miami, they were still vomiting, 
completely prostrated and dehydrated. They were 
immediately hospitalized in a small nursing home. 

I telephoned orders for daily infusions of cal- 
cium gluconate, one of the recommended treat- 
ments for barracuda poisoning. Somehow, how- 
ever, the orders were misinterpreted and instead 
of the calcium gluconate, one-half gram of pro- 
caine hydrochloride was used in the intravenous 
infusions. 

To my surprise, these men did very well for 
the next two days. The nausea and vomiting 
cleared up much faster than was expected. It was 


then that one of the nurses told me that she was 
giving these patients procaine hydrochloride in- 
stead of the calcium gluconate. The error was cor- 
rected, and the men were given calcium gluconate. 


During the. next three days their condition re- 
versed itself, much to my astonishment. Their 
happy progress ceased abruptly; they became 
sicker and sicker. At this point, I changed the 
infusions back to procaine hydrochloride in nor- 
mal saline. The next day, I was pleased to find 
that there had been a little improvement. Within 
a week, these men were up and about, eating well, 
gaining weight and feeling fine. It was at this 
point, unfortunately, that they were put on a plane 
and flown back to Guatemala, so that I lost con- 
tact with them. 


Obviously, five cases of barracuda poisoning 
treated with procaine hydrochloride infusions do 
not prove very much. I believe, however, they do 
prove definitely that when a physician is presented 
with such a case in which the patient is doing poor- 
ly under the usual treatment, a change in therapy 
is indicated, possibly to procaine. Thereby, either 
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confirmatory or negative statistics as to the value 
of this drug will be obtained. Unfortunately, 
since that one occasion, I have seen no more cases 
of barracuda poisoning nor any other type of fish 
poisoning. 

There are neither physical nor chemical tests 
for this poison and indeed there is no knowledge 
of its chemical nature. Only certain barracuda 
show evidence of it, and it is believed that they 
obtain it from eating blowfish whose livers are 
violently poisonous but whose back muscles are 
considered a delicacy. 

As to local folklore regarding this poison, I 
have talked with a number of fishermen including 
natives of the Bahamas. They told me that they 
can determine which barracuda are poisonous and 
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which are not by exposing the fish on the docks. 
Those fish to which flies are attracted are safe for 
human consumption. Those that the flies avoid are 
invariably poisonous. The fishermen also stated 
that in the evening when the docks are cleaned 
off and remnants of the fish disposed of into the 
sea, the sharks that come in during the night will 
eat all types of the refuse with the sole exception 
of the barracuda. These remains may be found 
floating on the surface of the water the next day. 


Evidently, man and mammals have no way of 
recognizing this poison, though the flies and s’1arks 
can recognize it and avoid it. 


HERBERT F. Gross, M.D. 
MIAMI 


Dr. Louis M. Orr, Retiring President 


American Medical Association 


Honored With Awards 


It is peculiarly fitting that the President of 
the American Medical Association should receive 
as well as bestow awards, especially when he is 
so distinguished a medical statesman as Dr. Louis 
M. Orr of Orlando, who retired as President of 
that body at its 109th Annual Meeting, held in 
Miami Beach in June. Among the honors con- 
ferred upon Dr. Orr was a citation from the Boy 
Scouts of America, now celebrating its Golden 
Jubilee year. The citation was presented in rec- 
ognition of the support given that organization 
by the medical profession. A citation was also 
awarded by the Medical Advisory Board of the 
Sears-Roebuck Foundation. This honor was ac- 
corded him for his service to organized medicine 
during the year that he held medicine’s highest 
post. In addition, Dr. Orr became the first re- 
cipient of “The Purdue Frederick — American 
Medical Association Presidental Award,’ which 
will hereafter be presented annually. The unique 
award, an elaborate hand-sculptured crystal vase, 
depicting the historic march of medicine in the 
conquest of disease, honors the chief representa- 
tive of the nation’s physicians who is called 
upon each year to serve as spokesman for the 





A citation in appreciation of the medical profession’s 
support to the Boy Scouts of America is presented to 
Dr. Orr by Royal B. Stone, Assistant Director of the 
Health and Safety Service, Boy Scouts of America. The 
organization is celebrating its Golden Jubilee this year. 











Dr. Samuel P. Newman, Chairman of the Medical 
Advisory Board of the Sears-Roebuck Foundation, pre- 
sents a citation to Dr. Orr for his services and contri- 
butions to organized medicine during the past year. 
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medical profession. It was conferred on Dr. Orr 
on this initial occasion for his meritorious service, 
exemplary leadership and selfless devotion to his 
task. 

Dr. Orr has indeed been an able spokesman 
for the medical profession and has served with 
great distinction at home and abroad—from 
coast to coast across his own nation, in Europe, 
in Africa, in South America, and in recent weeks 
in the Far East—Tokyo, Bangkok, Hong Kong 
and Manila. His travels convinced him that an 
aspirin tablet or a bandage to help ease the pain 
of lepers could produce more good will in some 
remote outposts of the world than dollars or di- 
plomacy. He therefore proposed a kind of people- 
to-people aid by county, metropolitan, and even 
state medical societies whereby they would adopt 
a rural village, a city or a region on another 
continent with the sole purpose of helping to im- 
prove the health of the people and the area. This 
aid could include all sorts of medical, clinical and 
hospital supplies—medicine, instruments, utensils, 





Dr. Orr congratulates Dr, E. Vincent Askey, of Los Angeles, incoming President of the American Medical 


Association, 
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Dr. Orr, retiring President of the American Medical Association, receives the congratulations of Dr. Homer 
L. Pearson Jr. of Miami (left), co-chairman of arrangements for the aanual meeting, and Dr. Mortimer Sackler, 
Chairman of the Board of The Purdue—Frederick Company, after Dr. Orr was given “The Purdue—Frederick— 
American Medical Association Presidential Award,” a sculptured clear crystal vase. 


equipment, bandages, books and beds—and it 
might even include the services of a member- 
physician for a period of time. “Our goal,” he 
said, “would be the control of tuberculosis, chol- 
era, malaria, leprosy, typhoid, hepatitis, dysen- 
tery, internal parasites and the other prevalent 
diseases so that suffering might be alleviated, 
death postponed and healthful living promoted. I 
believe that this great challenge compels us te 
act. .. .With the medical societies, their members, 
their Woman’s Auxiliaries, and the new A. M. 
A. department of international health working 
together, I believe that American medicine can 
make a significant contribution to the health im- 
provement of the people in newly developing 
nations.” 


“Tn the majority of areas,” Dr. Orr comment- 
ed in his farewell remarks as the 113th President 
of the American Medical Association, “I have 


found physicians holding firm and united in their 
belief that good medicine must have freedom in 
which to grow. I have found physicians dedicated 
to the task of helping humanity to ever better 
health and longer life either through active prac- 
tice, or through scientific research or teaching. For 
me, this has been a rich and rewarding experience 

. to know the cooperation of the members of 
our profession, and to feel the strength of their 
unity to the heritage of medicine. At the same 
time, I have found that the price of progress can 
only be continuing observance of those standards 
in medical affairs which lead our moral conduct, 
our community activities, and our political en- 
deavors toward the sound, long range goal of ever 
increasing advances in medical care for everyone. 
Knowing that these standards have brought us 
to our present peak of achievement, we can con- 
tinue to face our problems with confidence and 
strength.” 
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109th Annual Meeting 
American Medical Association 


Miami Beach, June 13-17, 1960 
Report of Delegates 


The first Annual Meeting of the American 
Medical Association ever to be held in Florida 
attracted thousands of physicians from through- 
out the nation during the week of June 13-17, 
1960. On this auspicious occasion approximately 
10,000 doctors, their wives, medical students, 
nurses and exhibitors enjoyed the hospitality of 
Miami Beach, the host city, making a total of 
20,000 in attendance. Joining with the Dade 
County Medical Association and the Florida 
Medical Association in dispensing the traditional 
hospitality of this famous vacation center were 
the medical associations of the Southeastern 
States. While this was the first Annual Meeting 
to take place within the state, the 1954 Clinical 
Meeting was held in Miami in 1954. 

At the opening session of the 209 member 
House of Delegates on June 13, Dr. Louis M. Orr 
of Orlando, retiring President, delivered a stir- 
ring address in which he reported on his year of 
service in the A. M. A.’s highest office. Dr. Orr, 
concluding a highly successful term, had the 
distinction of being the first member of the 
Florida Medical Association ever to fill this 
exalted post. In his final report he urged medical 
societies to “adopt” rural villages, cities and 
regions in underdeveloped parts of the world and 
to send them medical, clinical and hospital sup- 
plies. 

Succeeding Dr. Orr was Dr. E. Vincent Askey 
of Los Angeles, who was installed as the 114th 
President at impressive ceremonies on Tuesday 
night, June 14. In his inaugural address Dr. Askey 
declared that medicine faces its greatest challenge 
in the next decade and warned his fellow phy- 
sicians that they must prove that medicine 
practiced in a free society is the most effective 
medicine. “It is ironic,” he commented, “that 
at the very moment our capacity for individ- 
ualized treatment is heralding a revolution in 
medical care, the pressures mount heavier to force 
us into adoption of assembly line methods.” At 
the Wednesday session of the House of Delegates 
he urged intensified, accelerated effort in five 
areas—medical education, preparations for the 
White House Conference on Aging next January, 
health insurance and third party relationships, 
mental health, and membership relations. 


Dr. Leonard W. Larson of Bismark, N. D., 
immediate past chairman of the A. M. A. Board 
of Trustees and of the A. M. A. Commission on 
Medical Care Plans, was named President-Elect 
by unanimous vote. Dr. Larson will succeed Dr. 
Askey as President at the June 1961 annual 
meeting in New York City. 

Dr. John S. Millis (Ph.D.), President of West- 
ern Reserve University, Cleveland, Ohio, was the 
guest speaker at the inaugural ceremonies. In his 
address on “Responsibility in a Changing World” 
he said that the human dilemma of the sixties 
is an increasing desire for security and authority 
with a diminishing desire for responsibility. ‘““The 
Amercian Medical Association,” he concluded, 
“has a long and illustrious past because it has 
historically assumed the responsibilities of the 
past. It will retain its position as it meets the 
responsibility of leadership in the present.” 


Also at the inaugural, the 1960 recipient of 
the American Medical Association’s Distinguished 
Service Award, one of medicine’s highest honors, 
was presented the award. Dr. Charles A. Doan, 
who will retire next year as Dean of the Ohio 
State University College of Medicine and Director 
of the Health Center in Columbus, Ohio, was ac- 
corded this honor for his outstanding work in the 
field of hematology. At an earlier session, Dr. 
Richard W. Vilter received the 1960 Joseph Gold- 
berger Award in Nutrition. Dr. Vilter is Professor 
of Medicine and Director of the Department of 
Internal Medicine at the University of Cincinnati 
College of Medicine, Cincinnati, Ohio. 


Among the major subjects involved in policy 
actions by the House of Delegates were health 
care for the aged, pharmaceutical issues, occupa- 
tional health programs, relations with allied health 
groups and relations with the National Founda- 
tion. 

Health Care for the Aged 

The House adopted the following official policy 
statement on health care for the aged: 

“Personal medical care is primarily the re- 
sponsibility of the individual. When he is unable 
to provide this care for himself, the responsibility 
should properly pass to his family, the com- 
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munity, the county, the state, and only when all 
these fail, to the federal government, and then 
only in conjunction with the other levels of 
government, in the above order. The determina- 
tion of medical need should be made by a phy- 
sician and the determination of Rivitity should 
be made at the local level with local administra- 
tion and control. The principle of freedom of 
choice should be preserved. The use of tax funds 
under the above conditions to pay for such care, 
whether through the purchase of health insurance 
or by direct payment, provided local option is 
assured, is inherent in this concept and is not 
inconsistent with previous actions of the House 
of Delegates of the American Medical Associa- 
tion.” 

The House also urged the Board of Trustees 
“to initiate a nonpartisan open assembly to which 
all interested representative groups are invited 
for the purpose of developing the specifics of a 
sound approach to the health service and facilities 
needed by the aged, and that thereafter the 
American Medical Association present its findings 
and positive principles to the people.” 

In connection with an educational program re- 
garding the aged, the Florida delegation intro- 
duced and the House concurred that “the Ameri- 
can Medical Asociation increase its educational 
program regarding employment of those over 
65, emphasizing voluntary, gradual and individ- 
ualized retirement, thereby giving these individ- 
uals not only the right to work but the right to 
live in a free society with dignity and pride.” At 
the opening session, Dr. Orr had asked the House 
to go on record favoring more jobs for the aged, 
voluntary retirement and a campaign against dis- 
crimination because of age, whether it be 40 or 
65. The House also gave wholehearted approval 
to Dr. Askey’s appeal to state medical societies 
to take an active part in state conferences and 
other planning activities preceding the January 
1961 White House Conference on Aging. 


Pharmaceutical Issues 


The House agreed with representatives of the 
pharmacy profession that the unorthodox practice 
of mail order filing of drug prescriptions is not in 
the best interest of the patient, except where un- 
avoidable because of geographic isolation of the 
patient. It pointed out that this process destroys 
the direct personal relationship of patient-physi- 
cian-pharmacist at the community level which is 


EDITORIALS AND COMMENTARIES 


177 


essential to the public health and the welfare of 
patients. 


The Board of Trustees was directed by the 
House to request the Council on Drugs and 
other appropriate A. M. A. councils and com- 
mittees “‘to study the pharmaceutical field in its 
relationship to medicine and the, public, to cor- 
relate available material, and after consultation 
with the several branches of clinical medicine, 
clinical research, and medical education and other 
interested groups or agencies, submit an objective 
appraisal to the House of Delegates in June, 
1961.” 


Occupational Health Program 


The House approved a revision of the June 
1957 statement on the “Scope, Objectives and 
Functions of Occupational Health Programs.” The 
new statement contains no fundamental altera- 
tions in policy or ethical relationships, but it adds 
important new material on: (1) greater emphasis 
on the preventive and health maintenance con- 
cepts of occupational health programs; (2) a 
more positive statement of organized medicine’s 
obligation to provide leadership in improving oc- 
cupational health services by part time physicians 
in small industry; (3) increased emphasis on re- 
habilitation of the occupationally ill and injured; 
(4) inclusion of the proper use of immunization 
procedures for employes, as approved by the 
House in 1959; and (5) a more adequate state- 
ment on the need for teamwork with lay industrial 
hygienists in tailoring each occupational health 
program to the particular employe group involved. 


Also accepted by the House was a suggestion 
that the A. M. A. Council on Occupational Health 
undertake a project to study and encourage the 
employment of the physically handicapped. 


Allied Health Groups 


Commending it as ‘“‘a monumental work,” the 
House approved the final report of the Committee 
to Study the Relationships of Medicine with 
Allied Health Professions and Services. The report 
covers the present situation, future implications 
and recommendations, including guiding principles 
and approaches to activate physician leadership. 
The House strongly recommended that A. M. A. 
activity in this vitally important area be continued 
and it approved the appointment of a Board of 
Trustees committee to carry on the work. 
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To develop physician leadership in promoting 
cooperative efforts with allied health professions 
and services, the report suggested the following 
A. M. A. activities: (1) the holding of a general 
conference with allied scientists in the basic 
medical sciences and related disciplines for dis- 
cussion of matters of common concern related to 
the creation of permanent, cooperative activities; 
(2) the holding of specific exploratory conferences 
with members of segments of science allied to a 
given area of medical practice with the national 
medical organizations concerned; (3) the holding 
of general and specific conferences with profes- 
sional and technical assistants on education, re- 
cruitment and coordination of contributions; (4) 
through meetings and publications, provision for 
reciprocal exchange of information between phy- 
sicians and allied scientists and members of health 
professions; and (5) establishment of effective, 
continuing liaison between A. M. A. represent- 
atives and professional and technical personnel. 


National Foundation 


With regard to relations between the medical 
profession and the National Foundation, the 
House adopted a statement of policies for the 
guidance of state medical associations and recom- 
mended that they be adopted by all component 
medical societies. These policies cover such sub- 
jects as membership of medical advisory commit- 
tees at the chapter level, the function of these 
committees, the basic principles concerning finan- 
cial assistance for medical care, payment for phy- 
sicians’ services and physicians’ responsibilities 
for constructive leadership in medical advisory 
activities. 

The House also directed the Board of Trustees 
to authorize further conferences with leaders in 
the National Foundation on the problem of 
poliomyelitis as it relates to the betterment of 
the public health and to consider further joint 
action toward the eradication of polio. The House 
commended the National Foundation for its out- 
standing service in the attack against polio, but 
pointed out that much work remains to be done 
in public education, vaccination, continuing as- 
sistance for polio victims and continued research. 


Miscellaneous Actions 


In dealing with reports and resolutions on a 
wide variety of other subjects, the House strongly 
reaffirmed its support of the Blue Shield concept 
in voluntary health insurance and approved spe- 
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cific recommendations concerning A. M. A.—Blue 
Shield relationships; agreed that the American 
Medical Association should sponsor a_ second 
National Congress on prepaid health insurance; 
and directed the Board of Trustees to develop 
group annuity and group disability insurance 
programs for Association members. It also reaf- 
firmed its opposition to compulsory inclusion of 
physicians under Title II of the Social Security 
Act and recommended immediate action by all 
A. M. A. members who agree with that position; 
urged reform of the federal tax structure so as 
to return to the states and their political sub- 
divisions, their traditional revenue sources; and 
approved the objectives of the A. M. A. Commis- 
sion on the Cost of Medical Care established by 
the Board of Trustees and headed by Dr. Orr, 
the immediate past president of the Association. 

In addition, the House asked state and county 
medical societies to make greater use of A. M. A. 
recruitment materials in presenting medicine’s 
story to the nation’s high schools; expressed 
grave concern over the indiscriminate use of con- 
tact lenses; approved a Board of Trustees request 
to the Postmaster General for a stamp com- 
memorating the Mayo Brothers; decided that the 
establishment of a home for aged and retired 
physicians is not warranted at this time; requested 
the Board of Trustees to initiate a study of 
present policy regarding the required content and 
method of preparing hospital records; and urged 
individual members of the Association to take a 
greater interest and more active part in public 
affairs on all levels. 

As previously determined, the 1961 annual 
meeting will take place in New York City and 
the 1962 annual meeting in Chicago. At the 
Miami Beach meeting the House approved the 
following schedule for annual meetings there- 
after: Atlantic City, 1963; San Francisco, 1964, 
and New York City, 1965. 

Respectfully submitted, 

Reuben B. Chrisman Jr., M.D., 
Chairman 

Burns A. Dobbins Jr., M.D. 

Francis T. Holland, M.D. 

Meredith Mallory, M.D. 





The next meeting of the American Medical 
Association will be in Washington, D. C., where 
the Clinical Session is being held November 28 
to December 2. 
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Postgraduate Courses 


With the rapid growth of Florida as a state, 
the rapidly expanding hospital services, the es- 
tablishment of two medical schools and the com- 
petitive atmosphere of intern and resident train- 
ing, postgraduate training in Florida is rapidly 
coming of age. For this reason certain mechanical 
aids will be necessary in order to avoid division 
of interest, duplication and waste, to secure vital 
information necessary for the proper programming 
of the lectures and wider utilization of the pres- 
ence of lecturers who may be in the state. In 
order to accomplish this end the Committee on 
Postgraduate Education of the Florida Medical 
Association has set for itself a number of ob- 
jectives which it considers desirable. 


Among these objectives is the establishment 
of a registry for postgraduate courses to be held 
in the state. This registry is to have two divisions. 
First, a registry of courses projected, either es- 
tablished or in the planning stage, is proposed. 
The Committee desires that these courses be listed 
with the Florida Medical Association registry and 
that the information furnished include the date, 
duration, location, type of material and group to 
which the course is to be directed. Any formal 
educational credits that may be obtained through 
attendance should also be listed. It would be well 
to add a short biographical sketch of the various 
lecturers. This registry, if widely used, would 
prevent conflict of dates and duplication of ma- 
terial, and would allow the Florida Medical As- 
sociation to assist in the publicity. Other organi- 
zations in the process of planning courses would 
be able to correlate their activities and perhaps 
visiting lecturers could be utilized in common. 


The second portion of the registry will be 
composed of a dead file of past courses. Following 
any postgraduate course, a record of the course 
could be furnished to the registry. This should 
include the attendance, criticisms concerning the 
material and the manner of presentation together 
with an estimate of the time of year and the 
choice of location. This file could then serve as a 
reference for persons planning courses. 


The Committee believes that these two files 
will have an immediate as well as increasing value 
as years go on. If they are to be effective, they 
must be supported by the medical population of 
the state, and their value will be in direct propor- 
tion to the detail in the information furnished. As 
a beginning, in order to secure this cooperation, 
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the county medical societies are being circularized 
as well as are various other organizations which 
might be contemplating postgraduate courses. 


The members of the Association are urged to 
send in material, to utilize the services of this 
Committee file, and to give the Committee the 
benefit of any criticisms or suggestions they may 
have. 

James L. BorLanp, M.D., CHAIRMAN 
COMMITTEE ON 
POSTGRADUATE EDUCATION 


Anesthesiologists Holding 
Annual Fall Meeting 
Sept. 17-18 in Sarasota 


The annual fall meeting of the Florida Society 
of Anesthesiologists will be held September 17-18 
at the Colony Beach Club Resort at Sarasota. The 
scientific program featuring an address by Dr. 
Jay J. Jacoby of Milwaukee, Wis., Professor and 
Chairman of the Department of Anesthesia, Mar- 
quette University School of Medicine, has been 
arranged by Dr. Marjorie L. Warner of Braden- 
ton, program chairman. Dr. George H. Mix of 
Lakeland, vice president of the Society, will pre- 
side in the absence of Dr. Richard S. Hodes of 
Tampa, president. 


Dr. J. Gerard Converse of Miami, Professor 
and Chairman of the Department of Anesthesia, 
University of Miami School of Medicine, will pre- 
sent two papers from his Department in coopera- 
tion with other faculty members. The first of 
these, “Anesthesia and the Asthmatic,” will be 
given by Dr. Margaret Smotrilla, or Dr. Converse, 
and the second, “The Effects of Vanillic Diethyla- 
mide on Thiopental-Induced Ventilatory Depres- 
sion,” by Dr. Sanford Cobb or Dr. Converse. 


Dr. Joachim S. Gravenstein of Gainesville, 
Associate Professor of Surgery and Chief of An- 
esthesia, College of Medicine, University of Flor- 
ida, will likewise present two papers from his de- 
partment. All four papers will be discussed by Dr. 
Jacoby in addition to his own presentation. 


The two day meeting also will feature a full 
social program including buffet lunch, a cocktail 
hour and dinner—all designed to fit into the in- 
formal atmosphere of the Club which is located 
on Longboat Key. 








ewe when 
Wee sulfa 

is your 

plan of © 


4 
Me 


pharmacoldgicallWand-clinically the StfStanding 


Rapid peak attainment — for early control — 
KYNEX® Sulfamethoxypyridazine reaches peak 
plasma levels in 1 to 2 hours'”? °. . or approximately 
one-half the time of other once-a-day sulfas.? Unin- 
terrupted control is then sustained over 24 hours with 
the single daily dose . . . through slow excretion with- 
out renal alteration. 


High free levels — for dependable control — 
More efficient absorption delivers a higher percentage 
of sulfamethoxypyridazine — averaging 20 per cent 
greater at respective peaks than glucuronide-conver- 
sion sulfas.” Of the total circulating levels, 95 per cent 
remains in the fully active, unconjugated form even 
after 24 hours.® 


Extremely low toxicity* ... only 2.7 per cent 
incidence in recommended dosage — Typical of 
KYNEX relative safety, toxicity studies’® in 223 
patients showed TOTAL side effects (both subjective 
and objective) in only six cases, all temporary and 
rapidly reversed. Another evaluation‘ in 110 patients 
confirmed the near-absence of reactions when given 
at the recommended dosage. High solubility of both 
free and conjugated product® obviates renal compli- 
cations. No crystalluria has been reported. 


Successful against these organisms: strepto- 
cocci, staphylococci, E. coli, A. aerogenes, paracolon 
bacillus, Gram-negative rods, pneumococci, diphthe- 
roids, Gram-positive cocci and others. 


1. Boger, W. P.; Strickland, C. S., and Gylfe, J. M.: Antibiotic Med. & Clin. Ther. 3:378, (Nov.) 1956. 2. Boger, W. P.: Antibiotics Annual 


1958-1959, New York, Medical Encyclopedia, Inc., 1959, p. 48.3. Sheth, U. K.; Kulkarni, B. S., and Kamath, P. G.: Antibiotic Med. & Clin. 





therapy... 

















NOT 
misi 
fami 
lent 
erat 
sing 
KYN 
Adu! 
day 


KYN 


Bott 
unde 
weig 
ther 
(1.0 

imm 








ant 
| of 
23 


‘ive 


nts 
yen 


oli- 


'to- 
lon 





051 





once-a-day sulfa... 


NOTE: Investigators note a tendency of some patients to 
misinterpret dosage instructions and take KYNEX on the 
familiar q.i.d. schedule. Since one KYNEX tablet is equiva- 
lent to eight to twelve tablets of other sulfas, even mod- 
erate overdosage may produce side effects. Thus, the 
single dose schedule must be stressed to the patient. 


KYNEX Tablets, 0.5 Gm., bottles of 24 and 100. Dosage: 
Adults, 0.5 Gm. (1 tablet) daily, following an initial first 
day dose of 1 Gm. (2 tablets). 


KYNEX Acetyl Pediatric Suspension, cherry-flavored, 250 
mg. sulfamethoxypyridazine activity per teaspoonful (5 cc.). 
Bottles of 4 and 16 fl. oz. Recommended Dosage: Children 
under 80 Ibs.: 1 teaspoonful (250 mg.) for each 20 Ib. body 
weight, the first day, and 4% teaspoonful per 20 Ib. per day 
thereafter. For children 80 Ibs. and over: 4 teaspoonfuls 
(1.0 Gm.) initially and 2 teaspoonfuls daily thereafter. Give 
immediately after a meal. 





is your 





KYNEX 


Sulfamethoxypyridazine Lederle 


NEW —for acute G.U. infection AZO-KYNEX® Phenylazodiaminopyridine HC! — Sulfa- 
methoxypyridazine Tablets, contains 125 mg. KYNEX in the shell with 150 mg. 
phenylazodiaminopyridine HCI in the core. Dosage: 2 tablets q.i.d. the first day; 
1 tablet q.i.d. thereafter. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York @@ga> 











182 EDITORIALS AND COMMENTARIES 


Florida Physicians Among 
Nationally-Known Speakers 
At Florida Academy of General 
Practice Assembly 
Jacksonville, October 21-22 


Dr. James G. Lyerly of Jacksonville will ap- 
pear on the scientific program of the Eleventh 
Annual Scientific Assembly of the Florida Acade- 
my of General Practice, to be held in Jacksonville 
on October 21 and 22, 1960. A second Florida 
physician, Dr. Peter F. Regan, Professor and 
Head of the Department of Psychiatry, University 
of Florida College of Medicine, will present a 
paper within his field of particular interest to 
general] practitioners. 

Dr. Lyerly will discuss “Strokes, Subdural 
Hematoma and Brain Tumor,” and within the 
same field, Dr. Temple Fay of Philadalphia will 
present two papers, “Practical Considerations in 
Diagnostic Screening of Cerebral Accidents and 
Chronic Types of Paralysis” and ‘Cerebral Hy- 
drodynamics and Important Recent Clinical Tests 
for Establishing a Diagnosis in Neuro-Muscular 
Disorders.” 

Dr. Regan will join with Dr. T. A. Watters 
of New Orleans to cover aspects of Psychiatry in 
general practice. Dr. Regan will present “The 
Uses of Psychopharmacological Agents,” and Dr. 
Watters, known for his work in training general 
physicians in Psychiatry, will discuss “Basic Con- 
cepts in Teaching Non-Psychiatric Physicians 
Management of Psychiatric Problems” and “The 
Application of Psychiatric Principles in General 
Practice.” 

Dr. Joseph R. Shaeffer of San Antonio, Texas, 
will talk on ‘Disaster Medicine—An Integral 
Part of the National Defense Effort.” Many Flor- 
ida doctors will remember Dr. Shaeffer’s memor- 
able appearance on the Academy’s program in 
1958, and on the program of the American Acade- 
my of General Practice Annual Scientific Assem- 
bly in Philadelphia earlier this year. “Allergy of 
the Respiratory Tract—Diagnosis and Treat- 
ment” will be presented by Dr. Leon Unger of 
Chicago. 

Dr. R. R. Killinger of Jacksonville, General 
Chairman of the Assembly Committee, announced 
that final arrangements for an excellent exhibit 
hall, housing and dining, entertainment and ladies 
program are being completed, and that a larger 
enrollment is expected this year than for any 
previous meeting. All physicians are cordially in- 
vited to attend the scientific sessions and other 
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Dr. Lyerly 





Dr. Regan 


activities of the meeting. There will be a meeting 
of the Academy’s Board of Directors, to which all 
Academy members are invited, and a general busi- 
ness meeting. Particular attention is being given 
to the cocktail hour, dinner party and ladies’ ac- 
tivities. Category I credit will be assigned to the 
scientific sessions, and all Academy members are 
urged to make this meeting a “must” on their 
calendars. 

The Eleventh Annual Scientific Assembly will 
be held at the Hotel Robert Meyer, Jacksonville, 
October 21 and 22, 1960. 





Correction 


On page 53 of the July issue of The Journal, 
Dr. George S. Palmer of Tallahassee was incor- 
rectly identified under his picture as Mr. Palmer. 
For this mistake, the Journal extends sincere 
apologies to Dr. Palmer. 
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Postgraduate Seminar 
On Fractures 
September 22-24, 1960 
College of Medicine, Gainesville 


The two day Seminar in Orthopedic Surgery, 
sponsored by the University of Florida College 
of Medicine, will consist of panel discussions of 
fractures commonly seen in clinical practice. These 
include fractures of the foot, ankle, leg, knee, 
thigh, hip, hand, wrist, forearm and elbow, and a 
panel on prevention and care of athletic injuries. 
Topics are to be discussed informally by the case 
presentation method, and all discussors will com- 
ment on each case. Demonstration of techniques 
in manipulation and plaster application will also 
be held. Attendance at the Seminar will be limited 
to 20 participants in order that discussions may 
be held on an informal, teaching conference basis. 

Instructors are W. F. Enneking, M.D., As- 
sociate Professor of Surgery and Chief of Ortho- 
pedic Surgery, and N. R. Greville, M.D., Assist- 
ant Professor of Surgery, University of Florida 
College of Medicine; Hugh Haston, M.D., Jack- 
sonville; and Paul Wallace, M.D., St. Petersburg. 

Group tickets have been reserved for the U. of 
F.—F. S. U. football game on Saturday, Septem- 
ber 24. A detailed program has been mailed to 
physicians. Applications for this Seminar should 
be mailed to the Division of Postgraduate Edu- 
cation, University of Florida College of Medicine, 
Gainesville, accompanied by a registration fee of 
$25. 





Awards to First Graduates 
College of Medicine 
University of Florida 


Special awards went to three members of the 
first class of physicians ever trained at the Uni- 
versity of Florida. Prior to commencement cere- 
monies on June 6, 1960, the Class of 1960 hosted 
a banquet at the Gainesville Golf and Country 
Club for the presentation of awards to faculty 
and the receipt of others by graduating seniors. 

Roger F. Palmer of Clearwater, who, inciden- 
tally, graduated with honors, received the Faculty 
Research Award. He was selected by the Execu- 
tive Committee of the Faculty of the College of 
Medicine for extremely high caliber research con- 
ducted during his four years as a medical student. 

Brunildo A. Herrero of Miami received the 
John Gorrie Award, donated by Dr. Theodore F. 


EDITORIALS AND COMMENTARIES 


183 


Hahn of Deland. Also selected by the Faculty 
Executive Committee, the graduating senior who 
shows promise of becoming a practitioner of the 
highest type will receive the award annually. 

Mrs. Jean Lester Bennett of Dunedin received 
an honorable mention citation from the American 
Women’s Medical Association for scholastic 
achievement. : 

Students presented awards to two faculty 
members. Dr. Jape Taylor, Assistant Professor of 
Medicine, was selected by the class as the out- 
standing instructor in clinical medicine, and Dr. 
Donald Goodman, Associate Professor of Anato- 
my, received the Class’ award as the outstanding 
instructor in the basic sciences. 

The Class of 1960 also presented Dr. George 
T. Harrell, Dean of the College of Medicine, with 
an engraved wrist watch, and his assistant, Mrs. 
Jo Potter, with a sterling silver bowl. In addition, 
the class voted a small sum of money to be left 
behind for small unrestricted student loans for 
medical students. 





Tenth Annual 
Postgraduate Obstetric-Pediatric Seminar 
Daytona Beach, August 18-20 


For the tenth successive year the State Health 
Departments of Florida, Georgia, South Carolina 
and Alabama, and the Florida Academy of Gener- 
al Practice will sponsor a Postgraduate Obstetric- 
Pediatric Seminar. As last year, the meeting will 
be held at the Ellinor Village Country Club, 
Daytona Beach, on Thursday, Friday and Satur- 
day, August 18, 19 and 20, 1960. 

The high caliber faculty which has typified 
this Seminar is again assured. Among those 
scheduled to address physicians attending the 
meeting are Dr. Robert A. Ross, Department of 
Obstetrics and Gynecology, University of North 
Carolina School of Medicine, Chapel Hill; Dr. 
Frank A. Finnerty Jr., Assistant Professor of 
Medicine and Pharmacology, Georgetown Univer- 
sity Hospital, Washington, D. C.; Dr. Edward J. 
B. Dennis, Medical College of South Carolina, 
Charleston, and chairman of the Maternal Health 
Committee of South Carolina; Dr. Mildred T. 
Stahlman, Department of Pediatrics, Vanderbilt 
University School of Medicine, Nashville. Tenn.; 
Dr. Gerard B. Odell, Assistant Professor of Pedi- 
atrics, The Johns Hopkins Hospital, Baltimore; 
Dr. Harry Prystowsky, Professor and Head, De- 
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partment of Obstetrics and Gynecology, Univer- 
sity of Florida College of Medicine, Gainesville; 
Dr. Warren W. Quillian, Coral Gables pediatri- 
cian and Professor of Clinical Pediatrics, Univer- 
sity of Miami School of Medicine; and Dr. Luella 
M. Klein, Obstetrical Consultant, Georgia State 
Department of Public Health, Atlanta, and In- 
structor in Obstetrics and Gynecology, Emory 
University School of Medicine. 

As usual, there will be no registration fee, 
thanks to a special grant from the U. S. Children’s 
Bureau. Physicians are urged to make their reser- 
vations at Ellinor Village as soon as possible. 


Postgraduate Medical 
Seminar Cruise 
October 12-23, 1960 
Sponsored by 
The University of Florida 
College of Medicine 


A medical seminar has been arranged aboard 
the SS Hanseatic during a 10 day Caribbean 
Cruise. On each of the five and a half days aboard 
ship there will be a medical program consisting of 
seminars, informal conferences, and clinicopatho- 
logical discussions with material designed to be of 
particular benefit to physicians in general prac- 
tice. Round table conferences will be conducted 
during the evenings of those days when the ship 
is in port. 

The subject matter to be presented will be 
selected from the fields of pediatrics, gynecology, 
orthopedics, medicine and surgery by a faculty 
from the University of Florida College of Medi- 
cine. Facilities aboard the 30,000 ton SS Hanse- 
atic are excellent, and this seminar cruise will pro- 
vide unique opportunities for informal discussion 
of medical problems with fellow registrants and 
with the faculty. 

Ports to be visited include St. Thomas, Marti- 
nique, Barbados, Curacao and Port-au-Prince. 
A 20 minute color film demonstrating ship facili- 
ties is available upon request. For further infor- 
mation, write to the Division of Postgraduate 
Education, College of Medicine, University of 
Florida, Gainesville. 

The Eighty-Seventh Annual Meeting of the 
Florida Medical Association is scheduled for 
Thursday, Friday, Saturday and Sunday, May 
25-28, 1961. It is being held in the Americana 
Hotel at Bal Harbour north of Miami Beach 
where the Association met in 1959. 
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Jazz Is My Hobby 


Why is Jazz my hobby? Why do I like Jazz? 
Why should you as a physician consider Jazz as 
a hobby? A glance at the word Jazz shows that it 
has the first and last letter of the alphabet, and 
sure enough, Jazz music for anyone interested in 
music has everything from A to Z. 

All of us are busy doctors—putting in count- 
less hours in the care of our patients. All of us 
have to earn a living to meet the cost of our 
practices and to provide for our families. During 
the 24 hour day, not only must we work, but also 
must find the time to share the task of being a 
father and husband, meeting the responsibility 
that goes with it. As a result, we, too, as human 
beings must partake of the same advice we give 
to our patients, namely, to rest and relax after 
a hard day of work. Many find relaxation in fish- 
ing, others in stamp or coin collecting, others in 
painting or woodworking. All of us should have 
a hobby—but alas only too few, I would sadly 
venture, make a hobby out of something in which 
we find great enjoyment and pleasure. 

Jazz music has been for me a great source of 
contentment. It has made many friends and new 
acquaintances. At times it has been a form of 
medical therapeutics. As a boy, reared in the large 
city of Chicago during a turbulent era of the so- 
called roaring and lawless twenties, it was my hap- 
py experience to be personally acquainted with 
the “dives” and “joints” so prevalent in those 
days which for many a Jazz musician was his 
home. My interest in Jazz began when as a boy 
my cousins would invite me to go along to a Sat- 
urday night jam session. It was at these sessions 
that the Jazz artist would really open up and play 
his heart out for his friends and relatives. The 
Jazz artist has his own way of conveying a mes- 
sage, whether it be during a blue mood or a happy 
one. His feeling would be imparted to his audience 
—creating enjoyment and gratification. Thus a 
psychological need was fulfilled, depending on the 
mood at that particular time. It was only natural, 
therefore, that I should find in Jazz music that 
something which for me met the bill, just as fish- 
ing does for others. 

Jazz is a versatile form of music. While Jazz 
has a basic form, the expression of that form by a 
Jazz musician playing a musical instrument can 
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Dr. Lombardo’s hobby as shown at the Annual Meeting of the Florida Medical Association in Jacksonville. 


be so improvised as to meet the musician’s par- 
ticular mood at that particular moment, and so he 
in turn imparts to the listeners a similar personal 
experience. Since, however, Jazz music has various 
musical expressions, I can pick the music to meet 
my personal satisfaction, to fit my mood at that 
particular moment. For me, Jazz music has been 
a source of constant personal gratification. Many 
times, after a hard day at the office, listening to 
a stack of Jazz records has driven away the prob- 
lems of the day, preparing me for a night of rest- 
ful sleep. Jazz as a hobby has brought much 
pleasure. Listening to a Jazz artist and band per- 
form in front of an enthusiastic audience is an 
unforgettable experience, and then the buying of 
a record by that artist or band, taking it home, 
playing it on the turntable and sitting down in a 
comfortable chair is reliving that experience. Each 
time the record is played, that same old feeling is 
there again to repeat the satisfying pleasure once 
more. 

For those of you who are interested in music 
I suggest that you try Jazz. I feel you would 
find that Jazz music, whether it be in the form of 
the blues, or traditional, modern or cool, will be 


for you rewarding and illuminating. Its music will 
bring peace and comfort to many a wearisome 
day. At times Jazz music will be inspirational as 
well. Jazz has no human boundaries; it has an 
appeal all its own, for the highbrow and the low- 
brow. Once you become acquainted with it, you 
will find that while it may not be the ultimate in 
fine living, it will be the ultimate for many hours 
of pleasant relaxation. So for those of you who do 
not have a hobby, may I suggest you consider 
Jazz, and for those who already have a hobby and 
would like to venture into a new one—try Jazz. 
You may find a new source of pleasure you had 
not anticipated. 

SAMUEL S. LomsBarpbo, M.D. 

JACKSONVILLE 


Note: This is the first in a series of discussions of 
various hobbies being enjoyed by physicians in Florida. 
These articles are published in the hope that those phy- 
sicians who do not have a hobby might be encouraged 
to begin one, and for those who do have a hobby, these 
remarks may be a source of interest. The Committee on 
Scientific Work would like to know about your hobby 
for possible display at the next Annual Meeting. The 
blank published in this issue of The Journal on page 188 
is for your convenience. 
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Principles of Prophylaxis Against Tetanus 


1. Thorough cleansing and débridement of 
wounds, at times leaving the wound open, are the 
most important parts of prophylaxis against teta- 
nus. 

2. The need for and method of prophylaxis 
against tetanus must be determined for each pa- 
tient according to individual indications. It can- 
not be standardized. 

3. The skin and eye tests for sensitivity to 
horse serum and a carefully taken history of pos- 
sible allergic manifestations are a medical respon- 
sibility. Before giving tetanus antitoxin to a pa- 
tient, the physicians must determine whether the 
danger of tetanus exceeds the danger of ana- 
phylaxis. 

4. Passive immunity with tetanus antitoxin 
is short-lived, but the greater the dosage of teta- 
nus antitoxin, the longer the duration. In the 
opinion of the majority of this subcommittee (see 
box) 1,500 units of tetanus antitoxin are of limit- 
ed and transitory value and are inadequate dos- 
age; if tetanus antitoxin is really indicated, the 
dosage should be a minimum of 5,000 units. Teta- 
nus can develop even with passive immunity, par- 
ticularly after the first week. 

5. The patient who has had horse serum pre- 
viously may neutralize a new injection rapidly 
even without a positive skin or eye test. The pa- 
tient sensitive to horse serum is extremely likely 
to neutralize it rapidly. A patient may be sensitive 
to horse serum without having received an injec- 
tion of horse serum previously. 

6. Routine use of alum precipitated toxoid ap- 
pears advisable for basic immunization and boost- 
er injections. Fluid toxoid may be used as a boost- 
er injection, but not when simultaneous passive- 
active immunization is being provided. Authori- 
ties are not in full agreement as to the advan- 
tages and disadvantages of each type of toxoid. 

7. The production of tetanus toxin within the 
tissues following a wound in an actively immu- 
nized individual probably stimulates a rise in titer 
of antibodies, yet the rise may not be rapid 
enough to protect; hence, routine booster injec- 
tions every two to four years and a “wound boost- 
er” are advised. 

8. Penicillin and broad spectrum antibiotics 
initiated promptly after injury are probably pow- 
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erful deterrents against tetanus infection, especi- 
ally for a brief period. Tetanus is a toxemia and 
not an invasive infection. Even so, evidence is 
available that antibiotics given early are valuable 
in preventing the infection. Antibiotics should not 
be used as a substitute for active or passive im- 
munization. 

9. Every patient with a severe wound, whether 
immunized passively or actively, should be 
watched closely for several weeks for signs of local 
tetanus, which precede systemic signs in the great 
majority of instances. 

10. Studies indicate that individuals who have 
once had basic immunization with tetanus toxoid 
may have an adequate level of protection recalled 
by a booster dose no matter how many years 
have elapsed since the course of basic immuniza- 
tion or the last booster dose. 

11. The Board of Regents and the Committee 
on Trauma; of the American College of Surgeons, 
recommend that mass immunization with teta- 
nus toxoid be a part of every program for civil 
defense. 

Basic Immunization 

1. Primary active immunity is obtained by giv- 
ing three doses of the alum precipitated toxoid 
subcutaneously. The second dose is given one 
month after the first; the third dose, six to 12 
months later. Periodic booster doses are then giv- 
en normally at intervals of four years. 

2. Infants and children up to four years of age 
receive tetanus toxoid in combination with diph- 
theria toxoid and pertussis vaccine. This is given 
at monthly intervals for three doses with a fourth 
dose one year later. Children four to 11 years of 
age are given the tetanus-diphtheria toxoids. 
(These combinations are used for booster doses 
as well as basic immunization. ) 

3. For other patients likely to incur tetanus- 
prone wounds whom the physician regards as in 
particular need of highly effective tetanus im- 





Statements by Committee 

THIS STATEMENT on prophylaxis against tetanus has 
been prepared by the Committee on Trauma’s Sub- 
committee on Prophylaxis Against Tetanus. The sub- 
committee, including advisory members, is composed 
of Drs. Oscar P. Hampton, Jr., St. Louis, chairman, 
William A. Altemeier, Cincinnati, Geoffrey Edsall, 
Washington, Stanley F. Hampton, St. Louis, Howard 
E. Snyder, Winfield, Kansas, and Edward S. Stafford, 
Baltimore. The members of this subcommittee are not 
in full agreement on some of the details discussed 
herein, but they are in full agreement on the principles 
involved. This report will be in part of the second 
edition of the manual Early Care of Acute Soft Tissue 
Injuries (page 117). 
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munization, including the maintenance of an ade- 
quate antitoxin level for the control of unrecog- 
nized infections, the administration of four doses 
of toxoid in the primary immunization schedule 
and period booster doses at intervals of two years, 
will serve the purpose. 


Tetanus Prophylaxis In Wound Management 


1. Patients previously immunized (active) 
with toxoid— 

a) To individuals who have had their basic im- 
munization or a booster dose of tetanus toxoid 
within four years, give 0.5 milliliter of alum 
precipitated or fluid toxoid subcutaneously. 

b) For individuals who have had basic immuniza- 
tion but have not had a booster dose within 
four years of the time of a wound, a booster 
dose of toxoid is all that is usually required. 
However, when the character of the wound in- 
dicates an overwhelming possibility of tetanus 
infection, additional protection, particularly 
for the first few days, should be given, pro- 
vided the individual is not sensitive to horse 
serum. Five thousand units of tetanus anti- 
toxin are given in one arm, while with a sepa- 
rate syringe and needle, 0.5 milliliter of alum 
precipitated tetanus toxoid is given in the 
other arm as a wound booster. 

2. Patients not previously immunized with 

toxoid— 
a) In individuals with clean minor wounds for 
which passive immunization is not provided, 
active immunization with alum precipitated 
toxoid should be initiated. This opportunity to 
start active immunization should not be 
wasted. 

To individuals who have never been immu- 

nized with toxoid, but in whom the character 

of the wound indicates the need for tetanus 
prophylaxis, give 5,000 units of tetanus anti- 
toxin (Item 3, Determination of Sensitivity to 

Equine or Bovine Serum). At the same time 

initiate active immunity against tetanus by 

giving 0.5 milliliter of the alum precipitated 

tetanus toxoid in a different extremity with a 

separate syringe and needle. Urge the patient 

to complete the series of injections so as to 
obtain active immunization. 

c) In individuals sensitive to horse serum (Item 
3-a, on history of sensitivity to horse dander or 
serum, or positive skin and eye tests), a care- 
ful history to elicit possibility of sensitivity 
to beef products should be taken and tests for 


b 


~~ 


OTHERS ARE SAYING 


187 


sensitivity to bovine tetanus antitoxin should 

be carried out. If the patient is found not 

sensitive to bovine serum, give 5,000 units 
of bovine antitoxin. 

d) If the patient has a positive or suspect history, 
or positive or suspect sensitivity test, ad- 
minister 0.1 milliliter of 1:10 dilution of anti- 
toxin subcutaneously, having adrenalin in a 
syringe, ready to use, at hand. If no significant 
reaction is observed in 30 minutes, administer 
0.1 milliliter of undiluted antitoxin subcu- 
taneously. If no reaction of significance occurs 
during the following 30 minutes, the remainder 
of the dose may be given subcutaneously or 
intramuscularly. 

e) If there is a clear-cut history of severe reac- 
tions to both equine and bovine serum, or if 
a reaction occurs with the tolerance test out- 
lined in d above, do not give antitoxin. Human 
hyperimmune globulin may be given if avail- 
able. If not, in urgent cases consideration is 
given to the use of transfused blood from a 
donor who has received a booster dose of teta- 
nus toxoid one month previously. Insure ade- 
quate débridement of the wounds and leave 
them open. Give penicillin or tetracycline de- 
rivatives promptly in large doses for the esti- 
mated incubation period of tetanus (a mini- 
mum of 10 days). In all instances start basic, 
active immunization with alum precipitated 
tetanus toxid. 

3. Determination of Sensitivity to Equine or 
Bovine Serum. Prior to the administration of any 
animal serum, all patients should be carefully 
examined for possible sensitivity to that serum. 
Such examination includes: 

a) History. Question the patient carefully con- 
cerning allergic conditions, especially asthma, 
eczema or urticaria, past or present. Previous 
injections of horse or other serums of any kind 
may be significant, particularly if a reaction 
ensued. Sensitivity frequently develops after 
the first injection of animal serum. A known 
sensitivity to horse dander is a danger signal, 
as is sensitivity to beef products. 

b) Skin Tests. Inject 0.02 to 0.03 milliliter intra- 
cutaneously of a 1:10 saline dilution of tetanus 
antitoxin. The area of infiltration should be 
about the size of the head of a pin. A positive 
reaction in 15 minutes or less, manifested by 
a hive-like wheal and erythema, indicates 
sensitivity to the horse serum. The larger the 
wheal, the greater the sensitivity. A wheal up 











188 BLUE SHIELD 


to 0.5 centimeter in diameter, or approximate- 
ly the size of the rubber end of a pencil, may 
be a nonspecific positive reaction which may 
be confirmed by a control skin test with 
normal saline. If the control test appears the 
same as the serum test, the reaction with teta- 
nus antitoxin may be considered negative. 

c) Eye Tests. Place a drop of 1:10 dilution of 
tetanus antitoxin in the conjunctival sac of 
one eye at the time the skin test is made. 
Redness of the conjunctiva, occurring in five 
or 10 minutes, indicates a positive reaction. 
If the test with 1:10 dilution is negative and 
the skin test is positive, the eye test should 
be repeated with the concentrated tetanus 
antitoxin. 


Bulletin of the American College of Surgeons 
May-June, 1960. 
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Growing Up 


Constantly increasing and aggressive competi- 
tion notwithstanding, Blue Shield continues to 
grow steadily. Today there is great public aware- 
ness of the necessity for greater protection against 
the expenses of illness, a trend which was sparked 
a quarter of a century ago by the service philoso- 
phy of the “Blues.” 





| My hobby is 





Mail to: 
Thad Moseley, M.D., Chairman 
H] Committee on Scientific Work 






SHARE YOUR HOBBY 


| Please reserve space for me to display it at the Annual Meeting in Miami Beach. 


Signed____ 
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At the end of the first quarter of 1960 national 
Blue Shield enrollment had increased a _ net 
845,319 to the quite respectable total of 45,647,- 
242, according to the National Association of 
Blue Shield Plans. Blue Shield now covers nearly 
one fourth of the total population of the United 
States and almost 15 per cent of the total Cana- 
dian population. 

Equally impressive is the gain in Florida. At 
the end of March, Blue Shield enrollment in the 
state had reached 821,129, a net gain of 11,015 
over the total at the end of 1959. Because Blue 
Shield in Florida began after Blue Cross was al- 
ready in operation, it has consistently showed a 
lower enrollment than its sister Plan. Today, that 
differential has been almost eliminated. 

The future looks promising, but the extent of 
growth will be regulated by a number of factors 
the effect of which are not readily determinable. 
First and foremost is the enthusiasm and confi- 
dence exhibited by the medical profession. Re- 
cently the appeal of Blue Shield coverage to 
groups, particularly to the employer, has been 
augmented by the addition of supplementary 
coverage to the basic program through Extended 
Benefits and Master Medical Endorsements. The 
latest variable is the effect the new Health Bene- 
fits Program for Federal Employees will have on 
enrollment. There will, of necessity, be some ad- 
justment in figures as these employees are dropped 
from their present groups or individual coverage 

(Continued on page 192) 
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NEO-HYDELTRASOL 


PREDNISOLONE 21-PHOSPHATE-NEOMYCIN SULFATE 


2,000 TIMES MORE SOLUBLE THAN PREDNISOLONE OR HYDROCORTISONE 


‘The solution of prednisolone has the 
advantage over the suspension in that no 
crystalline residue is left in the patient’s 
cul-de-sac or in his lashes. ... The other 
advantage is that the patient does not have to 
shake the drops and is therefore sure of 
receiving a consistent dosage in each drop.'’2 


1. Lippmann, O.: Arch. Ophth. 57:339, March 1957 

2. Gordon, D.M.: Am. J. Ophth. 46:740, November 1958. 
supplied: 0.5% Sterile Ophthalmic Solution NEO- 
HYDELTRASOL (with neomycin sulfate) and 0.5% Sterile 
Ophthalmic Solution HYDELTRASOL®. In 5 cc. and 2.5 cc 
dropper vials. Also available as 0.25% Ophthalmic 
Ointment NEO-HYDELTRASOL (with neomycin sulfate) 
and 0.25% Ophthalmic Ointment HYDELTRASOL. 

In 3.5 Gm. tubes. 


HYDELTRASOL and NEO-HYDELTRASOL are trademarks of Merck & Co., Inc. 


D> MERCK SHARP & DOHME Division of Merck & Co., Inc., Philadelphia 1, Pa. 
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(Continued from page 188) 
and transferred to the federal records. It is too 
early to know how many federal employees have 
selected the Service Benefit Plan, administered by 
Blue Cross and Blue Shield. 

The physician must always be the key figure 
in any program for protection against the cost 
of illness. With his continued support and co- 
operation Blue Shield cannot fail to continue its 
remarkable growth. 





STATE NEWS ITEMS 








Drs. James L. Borland and W. Roy Hancock 
of Jacksonville participated in the program of the 
Section on Gastroenterology and Proctology of 
the recent annual meeting of the American Medi- 
cal Association held in Miami Beach. Drs. Bor- 
land and Hancock presented a paper entitled ‘“In- 
testinal Resections and Anastomoses” as part of 
the Symposium on Postsurgical Problems of the 
Gastrointestinal Tract. 


a 
Dr. Ralph W. Jack of Miami, Immediate Past 


President of the Florida Medical Association, by 
request has been participating in the Adult Edu- 


COMBINED 
MEDICAL-ELECTRONIC 
RESEARCH UNITS 


Now ready for market following thorough clin- 
ical testing. For rehabilitation of face and 
small muscle groups, post surgical, accidents, 
palsies and metabolic changes with age, proven 
value of the newly developed Model Y-4 has 
been established. Likewise, the supreme value 
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cation Program of the Recreation Department of 
the City of Miami Beach. On June 6, he presented 
an address entitled “American Medical Associa- 
tion—Guardian of the Nation’s Health.”” On May 
24, Dr. Jack was featured speaker at a meeting 
of the Exchange Club in Miami and presented an 
address on “The Medical Profession’s Views on 
Medical Care of the Aged.” Earlier in May, Dr. 
Jack accepted an invitation to present the annual 
address at the meeting of the Indianapolis Surgi- 
cal Society. For this engagement, his subject was 
“Our Other Responsibilities.” By request, he re- 
mained in Indianapolis the next day in order to 
speak on the same subject to the senior class of 
the University of Indiana School of Medicine. 
Sw 

Dr. Louis M. Orr of Orlando, Past President 
of the American Medical Association, has become 
an honorary member of the Pinellas County Medi- 
cal Society by action of its board of governors at 
a meeting in May. The official resolution states 
that members of the Society have had great re- 
spect for Dr. Orr as a colleague of the Florida 
Medical Association and “that respect has been 
broadened to admiration and affection because of 
his esteemed ability in leading the medical pro- 
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of Ultrasonic energy as a decongestant (well known) in painful and inflammatory conditions of 
facial and sinus areas, can now be accomplished by the specially designed U.S. Model 108. Both 
portable for physicians’ office or can be carried in his bag. Both represent a new contribution to 
all branches of medicine and surgery. Manufactured by renowned Zeigler Electronics Company. 


MEDICAL PRODUCTS COMPANY, INC., 


Distributors for Florida 
P. O. Box 34-27 Coral Gables, Florida 














GONORRHEA IS ON THE MARCH AGAIN... 


a new timetable for recovery: 


only six capsules of TETREX can cure a male patient with gonorrhea in just one day* 


-letrex’ 
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THE ORIGINAL TETRACYCLINE PHOSPHATE COMPLEX 


TETREX CAPSULES. 250 mg. Each capsule contains: 
TETREX (tetracycline phosphate complex equivalent to 
tetracycline HCI activity) — 250 mg. 

DOSAGE: Gonorrhea in the male—Six capsules of 
TETREX in 3 divided doses, in one day. 


Marmel and Prigot, A.: Tetracycline phosphate complex in the treat- 
ent of acute gonococcal urethritis in men. Antibiotic Med. & Clin. Ther, 
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THE DUVALL HOME 
for RETARDED CHILDREN 


A home offering the finest custodial care with a 
happy home-like environment. We specialize in the 
care of infants, bed-ridden children and Mongoloids. 


For further information write to 


MRS. A. H. DUVALL GLENWOOD, FLORIDA 
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" d-amphetamine depresses appetite and 
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fession of our mighty nation as President of the 
American Medical Association,” and that honorary 
membership is extended to him “in recognition of 
his excellent service to county medical societies 
throughout the United States.” 
vw 

Dr. Sanford Cobb of Miami has been elected 
president of the Greater Miami Society of Anes- 
thesiologists. Serving with Dr. Cobb will be Dr. 
Hugh J. Forthman as vice president and Dr. 
Edward A. Talmage as secretary-treasurer. Drs. 
Forthman and Talmage are also from Miami. 


ya 
Dr. Jess V. Cohn of Fort Lauderdale had two 
papers presented at the recent Thirty-Fifth Con- 
gress of the Pan American Medical Association 
held in Mexico City. The titles of the papers 
were “The Morbidophilic Diathesis” and ‘“Re- 
marks on the Dynamics of an Administrator-Led 
Graduate Group at Patient Conferences.” 


Zw 
Dr. Lewis A. Shepperd of Miami Beach pre- 
sented a paper entitled “Current Concepts of 
Adenotonsillectomy Anesthesia in Children” at the 
Seventh Panamerican Congress of Oto-Rhino- 
Laryngology and Bronchoesophagology held at 
Miami Beach. 


4 
Dr. Sanford A. Mullen of Jacksonville has 
been elected president of the Duval County Divi- 
sion of the Arthritis and Rheumatism Foundation 
succeeding Dr. Thomas S. Edwards also of Jack- 
sonville. 


aw 
Dr. L. Roland Young of Daytona Beach has 
been elected to membership in the American 
Society of Medical Psychiatry, Inc. 
Zw 
Dr. Morton M. Halpern of Miami presented 
a paper entitled “Clinical Management of Hyper- 
tension in the Older Patient” at the 17th annual 
meeting of the American Geriatrics Society held 
June 9-10 at Miami Beach. 


ya 
The College of Medicine, University of Flori- 
da, has received a grant of $40,000 from the Sun- 
coast Heart Association in St. Petersburg. Dr. 
Samuel P. Martin, Professor of Medicine, will 
acminister the grant which will support an estab- 
lished investigator full time in the study of heart 
and vascular disease. 
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FULFILLS THE MAJOR THERAPEUTIC OBJECTIVES 
IN URINARY TRACT INFECTIONS 














cd a Safe, potent antibacterial action 
aN proven effective in 95% of all urinary 
tract infections. 


Prompt relief of spasm all along 
the urinary tract. 


Specific urinary analgesic action 
relieves burning and pain within minutes. 


THE COMPLETE THERAPY 
FOR URINARY INFECTIONS 


Uriplex, in addition to accomplishing 
these major objectives, offers more rapid 
and complete control of urgency and 
frequency because of its simultaneous 
relief of both pain and spasm. 





Each Uriplex coated tablet contains: 
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Dr. John B. Brinson of Monticello, who has 
practiced in Jefferson County for almost 50 years, 
was honored at a celebration there July 8-9. A 
new $50,000 clinic which Dr. Brinson assisted in 
erecting was dedicated during the event. 

sw 

Dr. Richard G. Skinner of Jacksonville has 
been appointed a member of the committee to 
choose Florida’s recipients of the National Foun- 
dation’s 1960 health scholarships. 

Zw 

Dr. Ben J. Sheppard of Coral Gables has been 
elected judge of the Dade County Juvenile and 
Domestic Relations Court. Dr. Sheppard has been 
practicing in the Miami area for 25 years, and in 
addition as an attorney has been teaching in the 
law school at the University of Miami. He is 
chairman of the medical-legal committee of The 
Florida Bar. 

aw 

Dr. Sidney Grau of St. Petersburg has been 
elected president of the Suncoast Heart Associa- 
tion. Dr. Charles H. Lasley of Clearwater has 
been elected second vice president, and Dr. 
Charles L. Rast Jr., of St. Petersburg, third vice 
president. 
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Dr. Meredith Mallory of Orlando attended 
the recent 45th reunion of the members of his 
class at the Harvard Medical School in Boston. 


4 
Dr. Clyde E. Asbury Jr. of Lakeland has been 
engaged in postgraduate study in internal medi- 
cine at Peter Brent Brigham Hospital in Boston. 


vw 
Dr. Walter W. Sackett Jr. of Miami has been 
elected president of the University of Miami 
General Alumni Association. 
-— 4 
Dr. John C. Patterson of Sarasota has been 
presented a golden anniversary diploma by Tulane 
University as a member of the class of 1910. Dr. 
Patterson was one of 59 members of the class 
honored during commencement ceremonies for 
the 1960 class. During the graduation exercises, 
the 50 year graduates were seated in a special 
section, and at noon that day, they were guests 
of the Tulane Alumni Association at an anniver- 
sary luncheon. 
-— 4 
A six day short course, “Executive Develop- 
ment for Hospital Housekeepers,” is scheduled 
for the University of Florida Teaching Hospital 


wes 


Why limit the convenience, flexi- 
bility and productivity of your ex- 
amining room storage space? Ameri- 
can Modular offers 
selection of special-purpose work- 


an. unlimited 


and-storage units, arranged and po- 


sitioned exactly where you need 
them for more productive, less fa- 
tiguing office hours. American Modu- 
lar assemblies fit flexibly into old 
or new, large or small examining 
rcoms .. . are easy to install, add- 
cn-to, move . . . cost less than con- 
ventional instrument and treatment 


cabinets. For full details, contact. 


Surgical Supply 
Company 
1050 W. Adams St. 


Jacksonville, Fla. 


T. B. Slade Jr. 
J. Beatty Williams 
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the diet is faulty, 
the appetite poor, 
or the loss of food 
is excessive 


through vomiting 
or diarrhea— 


e.g 
Valentine’s 
MEAT EXTRACT 


stimulates the appetite, 
increases the flow of 
digestive juices, 

provides: supplementary 
amounts of vitamins, minerals 
and soluble proteins, 
extra-dietary vitamin By, 


protective quantities of 
otassium, in a palatable and 


4, feadily assimilated form. 





Supplied in bottles of 2 or 6 fluidounces. 


Dosace is 1 teaspoonful two or three times 
daily; two or three times this amount for 
potassium therapy. 


VALENTINE Company, Inc. 


RICHMOND 21, VIRGINIA 
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and Clinics October 17-22. The course is designed 
to assist the hospital housekeeper in developing 
professionally as an effective executive member 
of the hospital management team. Mrs. Anne J. 
Vestal, executive housekeeper of the Teaching 
Hospital and Clinics, is the supervisor of in- 
struction. 
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WOMAN’S AUXILIARY 
TO THE 
FLORIDA MEDICAL ASSOCIATION 
OFFICERS 


Sarasota 


Mas.. Jon WM. Bovewan, Preset occ cccccccscced 

Mrs. W. Dean Stewarp, President-Elect............ Orlando 
Mrs. Epwarp W. Lupwic, Ist Vice Pres, ....... Jacksonvilk 
Mrs. A\psott Y. Witcox, 2nd Vice Pres. ......: St. Petersburg 
Mrs. Davip J. McCuttocn, 3rd Vice Pres. ...... Tallahassee 
Mrs. Laurance D. Van TivporG, 4th Vice Pres. ..Fort Pierce 
Mrs. Tuomas J. Brixier, Treasurer ...........- Tallahassee 
Mrs, Joun R. Hece, Jr., Recording Sec’y........ Hollywood 
Mrs, Ricwarp V. Meany, Corres. Sec’y .......... Palmetto 
Mrs. Mitrarp B, Wuirte, Parliamentarian ........... Sarasota 
ees. Pansy ©. BIGGIN, DMS 2... ccccscccvccvecned Miami 
Bes. Eee Bocees Fe., TGC oni cc ccccciccccccvs Rockledge 
Mrs. Wenvett J. Newcoms, Director ........ Pensacola 


Message from the President 


“The Advantage of Private Medical Care” 
was the essay title of Tamara Townsend, Fort 
Lauderdale, that won for her $250. This was the 
third prize in the national contest sponsored by 
the Association of American Physicians and Sur- 
geons’ Freedom Programs. At the state level, 
awards were presented to Joan Rubin, Fort 
Pierce; Tamara Townsend, and Marietta Philpot, 
Pensacola. 

Two new county auxiliaries have been or- 
ganized during the past year, Highlands and 
Walton-Okaloosa-Santa Rosa. This brings the 
number of organized auxiliaries to 26, with a 
total membership of 2,427. 

Future Nurses Clubs in Florida high schools 
now number 120. Their program has been broad- 
ened to include all medical careers. Three Future 
Medics Clubs have been organized to acquaint 
high school students with requirements and ad- 
vantages of a medical career. 

Our first activity of the new Auxiliary year 
was the National Convention in Miami. Many of 
our members from all parts of the state were 
privileged to assist the Dade County Auxiliary 
under the able leadership of Mrs. Richard F. 
Stover, National Convention Chairman. 

The Board consists of officers, 
chairmen, and county presidents, who stand ready 
to assist the medical association in every way 


committee 


possible. 
Mrs. John M. Butcher 
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g r atify 1n 4 relief from stiffness and pain 
in 106-patient controlled study 

(as reported in J.A.M.A., April 30, 1960) 


“Particularly gratifying was the drug’s [Soma’s] 
ability to relax muscular spasm, relieve pain, and 
restore normal movement... Its prompt action, 
ability to provide objective and subjective assist- 
ance, and freedom from undesirable effects rec- 
ommend it for use as a muscle relaxant and anal- 
gesic drug of great benefit in the conservative 
management of the ‘low back syndrome’.” 


Kestler, O.: Conservative Management of “Low Back Syndrome”, 


].A.M.A. 172: 2039 (April 30) 1960. 


FASTER IMPROVEMENT—79% complete or marked 
improvement in 7 days (Kestler) 


EASY TO USE—Usual adult dose is one 350 mg. tablet 
three times daily and at bedtime. 


SUPPLIED: 350 mg., white tablets, bottles of 50. 
For pediatric use, 250 mg., orange capsules, bottles of 50. 


Literature and samples on request. 


SOMA 


(CARISOPRODOL, WALLACE) 


Wy WALLACE LABORATORIES, CRANBURY, NEW JERSEY 











NEW MEMBERS 








The following doctors have joined the State 


Association through their respective county medi- 
cal societies. 


Active 


Braman, Robert T., Fort Lauderdale 
Breakstone, Irving L., Miami 
Churney, Otto L., Miami 

Cleveland, Willard H., Cocoa 

Cobos, Limbano, Tampa 

Duany, Antonio J., Tampa 
Dobbrunz, Harry C., Hollywood 
Eavey, James L., Cocoa 

George, William H., Miami 

Hill, William F. Jr., Sebring 

Horland, Ephraim, Miami 

Hutcheson, James B., Tampa 
Kenaston, Thomas C. Jr., Cocoa 
Laszlo, Maurice H., North Miami 
MacGregor, Howard S., Melbourne 
McShane, William J., Coral Gables 
Mimnagh, William P. Jr., Pompano Beach 
Moore, Dean C., Grassy Key 

Mora, Miguel A., North Miami Beach 
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Perry, Henry D. Jr., West Hollywood 
Prevatt, Amos L., Shaw AFB, S. C. 
Sacrinty, Nicholas W., Jacksonville 
Schmidt, Richard P., Gainesville 
Segal, Myron I., Hollywood 

Sherman, Marion M. Jr., Cocoa Beach 
Smith, Richard T., Gainesville 


Associate 


Akins, Ernest W. Jr. 
Askowitz, Leonard A., Miami 
Border, Clinton L. Jr., Miami 
Christian, Eugene E. (Col.), Fort Lauderdale 
Cohen, Clarence L., Hollywood 
Coleman, Julian B., Miami Beach 
Egan, John W., Miami 
Eller, William C., Pompano Beach 
Elliston, Robert L., Fort Lauderdale 
Farber, William P., Crystal River 
Glass, Frederick W., Lake Worth 
Goldstein, Edward S., Miami 
Graditor, Milton H., Hollywood 
Greenberg, Morris W., Miami Beach 
Hahn, Theodore W., Miami 
Hatcher, Gordon, Miami 
Juliano, Aniello A., Fort Lauderdale 
(Continued on page 216) 
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1. Oyster Shell Calcium - Phosphorus Free! 
2. New Form of Iron! 








Ferrous Fumarate 
— ~~} oyster ‘nal i (teicion) 





3. Dry Filled Capsule - Sure, Quick Absorption! 


4. Economical Once-A-Day Dosage! 4 
5. Wider Range Nutritional Support! ‘ 
6. Relieves Troublesome Leg Cramps! J 
EACH dry filled a - an and white) provides: S 
.. 150 mg. Vitamin B-12 (Cobalamin conc. NF) - 2 meg. < 

600 mg. Folic Acid 0.25 mg. 

: 50 mg. Niacinamide 10 mg. 

4000 USP Units Vitamin K (Menadione) - 0.25 mg. 

400 USP Units Rutin 10 mg. 

Sodium Molybdate 3 mg. 

2 mg. Fluorine (Calcium Fluoride) 0.25 mg. 

0.8 mg. lodine (Potassium lodide) 0.15 mg 


SAMPLES ON REQUEST 


MUNG] S.J. TUTAG & CO. 


DETROIT 34, MICHIGAN 














IN SENILE CONFUSION ... 


CONTINUOUS 
CEREBRAL 
OXYGENATION 


eS 


Geroniazol TT” b.i.d. 


®@ Each Geroniazol TT tablet contains: 
Pentylenetetrazol 
Nicotinic Acid 

@ Indications: Respiratory and circu- 
latory stimulant for the aged and 
debilitated patient with symptoms 
of mental confusion, depression or 
atherosclerotic psychosis. 


© Supplied: Bottles of 42 Tablets (3 
weeks’ treatment) 


* TEMPOTROL (Time Controlled COLUMBUS ) PHARMACAL COMPANY 
Therapy) Columbus 16, Ohio 
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(Continued from page 208 ) 
Kafka, Maximilian M., Miami Beach 
LaRosa, William R., Tampa 
Lucas, Roy H., Cresskill, N. J. 
Menzies, Paul T., Pompano Beach 
Moorhead, Joseph H., (Col.), Fort Lauderdale 
Peterson, Donald L., West Hollywood 
Ray, Roy, St. Albans, W. Virginia 
Rein, Harry, Orlando 
Rivera-Trujillo, Antonio, W. Palm Beach 
Scokel, Paul W. III, Birmingham, Ala. 
Teichner, Ronald, Miami 
Webster, George D. Jr., Miami 
Weiner, Donald M., Miami Beach 
Zippert, George J., Hollywood 


Happy Vacation 


Mr. Joseph F. Cunningham of Greenwich, 
Conn., writes that when on vacation in Florida 
he became ill, but that he experienced such 
promptness, courtesy, and patience on the part of 
his Florida physician that he felt the Association 
should know. The physician did not charge a fee 
but “wished that I accept this as a courtesy and go 
about my business and enjoy my vacation.” 

Thank you, Mr. Cunningham, from all of us, 
and Happy Vacation. 
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OBITUARIES 


Miles A. Collier Sr. 


Dr. Miles A. Collier Sr. of Wauchula died of 
cancer on March 31, 1960. He was 50 years of 
age. 

Born in Colbert, Ga., on Oct. 17, 1909, Dr. 
Collier received his academic education in his 
native state. He was awarded the degree of 
Bachelor of Arts by the University of Georgia 
at Athens and then attended the Medical College 
of Georgia at Augusta for three years. He con- 
tinued his medical training at the Louisiana State 
University School of Medicine and received the 
degree of Doctor of Medicine from that institu- 
tion in 1936. Thereafter, he served an internship 
at Charity Hospital in New Orleans. 


Dr. Collier was Polk County physician for 
two years before entering the general practice 
of medicine in Wauchula in 1938. When he first 
opened an office there, he used the facilities of 
Bartow General Hospital. In 1947 he assumed 
ownership of the Wauchula Infirmary, where he 
continued to practice until a few months before 
his death. In addition to his medical practice, he 
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CALL THE MEDICAL SUPPLY MAN! 


Hospital, Physicians and Laboratory Supplies & Equipment 


Medical Supply Company 


of Jacksonville 
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1511 Sligh Blvd. 
Telephone GA 4-9765 
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Provides balanced 
nutritional values 


(@ Fibre-free HYPOALLERGENIC formula. 


@ An excellent formula for regular 
infant feeding. 


@ An ideal food for milk allergies, 
eczema and problem feeding. 


SOYALAC helps solve the feeding problem of 
prematures and infants requiring milk-free diet. 


Strikingly similar to mother’s milk in composition 
and ease of assimilation, babies thrive on SOYALAC. 


Clinical data furnish evidence of SOYALAC’S value 
in promoting growth and development. 
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Protein of high biologic value is obtained from the 
soybean by an exclusive process. 





du) 


Sree Booklat and Samples 


A request on your professional letterhead or prescription form 
will bring to you complete information, and a supply of 
samples. Please address the Loma Linda Food Company, 
Arlington, California, or Mount Vernon, Ohio. 


Medical Products Division 


LOMA LINDA FOOD COMPANY 
ARLINGTON, CALIFORNIA + MT. VERNON, OHIO 
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had extensive grove holdings in the area. Locally, 
he was a member of the First Baptist Church and 
the Elks Lodge. 

Dr. Collier was a member of the DeSoto- 
Hardee-Glades County Medical Society and 
served as secretary of that organization in 1959. 
Since 1938 he had held membership in the Florida 
Medical Association and also was a member of 
the American Medical Association. 

Survivors include the widow, Mrs. Ninfa P. 
Collier, a son, Miles A. Collier Jr., a daughter, 
Mrs. Murrell Davis, and one grandchild, all of 
Wauchula; a brother, Ralph Collier, and a sister, 
Mrs. Joseph Benton, both of Colbert, Ga. 


Stephen Peder Gyland Sr. 


Dr. Stephen Peder Gyland Sr. of Tampa died 
on April 15, 1960 at the Methodist Hospital in 
Houston, Texas. He was 67 years of age. Burial 
took place in Tampa on April 19. 

The son of Nels and Sesli Gyland, Dr. Gyland 
was born in Westby, Wis., on Feb. 9, 1893. Upon 
graduation from Viroqua High School, Viroqua, 
Wis., he attended St. Olaf College in Northfield, 
Minn., where he was awarded the degree of Bache- 
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lor of Arts. He then served as a sergeant in the 
Army Medical Corps in World War I. Upon dis- 
charge from military service, he attended the 
University of Wisconsin Medical School for two 
years and then transferred to the University of 
Pennsylvania School of Medicine, receiving the 
degree of Doctor of Medicine from that institu- 
tion in 1924. Following graduation, he served an 
internship at Chester Hospital, Chester, Pa. 


Dr. Gyland located in Tampa in 1926 and 
quickly established a large and successful general 
practice. In 1949 he suffered an illness which to- 
tally incapacitated him by 1951 and lasted until 
1953. Without a definite diagnosis or encourage- 
ment from three leading clinics, he began research 
on his strange illness. He discovered in Dr. Seale 
Harris’ work on nutrition symptoms which re- 
flected the pattern of his illness and after numer- 
ous blood sugar studies and much reading, he be- 
came convinced he had a functional hypoglycemia. 
He worked out a diet and medication for himself 
and after three months returned to his practice, 
a well man. Thereafter, he devoted his time to 
the study and treatment of functional hypogly- 


cemia, presenting a paper on the subject at the 
1957 American Medical Association meeting and 
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PAPAIN 
IS THE 
KEY 


to complete, thorough 
vaginal cleansing 


mucolytic, acidifying, 
physiologic vaginal douche 


The papain content of Meta Cine is the key 
reason why it effects such complete cleansing of 
the vaginal vault. Papain is a natural digestant, 
and is capable of rendering soluble from 200- 
300 times its weight of coagulated egg albumin. 
In the vagina, papain serves to dissolve mucus 
plugs and coagulum. 


Meta Cine also contains lactose—to promote 
growth of desirable Doderlein bacilli—and 
methyl salicylate, eucalyptol, menthol and 
chlorothymol, to stimulate both circulation and 
normal protective vaginal secretions. Meta 
Cine’s pleasant, deodorizing, non-medicinal fra- 
grance will meet your patients’ esthetic demands. 


Supplied in 4 oz. and 8 oz. containers, and in 
boxes of 30 individual-dose packets. Dosage: 
2 teaspoonfuls, or contents of 1 packet, in 2 
quarts of warm water. 


BRAYTEN PHARMACEUTICAL COMPANY Chattanooga 9, Tennessee 
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another on hypoglycemia as a cause of neuro- 
dermatitis at the 1958 meeting of the Southern 
Medical Association. In 1960 an annual physical 
examination revealed an abdominal aortic aneu- 
rysm, for which he was subjected to operation in 
March. Five days postoperatively, he fell from 
bed and fractured a hip, with death ensuing two 
weeks later. Locally, Dr. Gyland was a member of 
the First Presbyterian Church, in which he served 
as an officer for many years. 

A member of the Hillsborough County Medi- 
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cal Association, Dr. Gyland had held membership 
in the Florida Medical Association for 35 years. 
He also held membership in the American Medi- 
cal Association, the Southern Medical Association 
and the American Academy of General Practice. 
Surviving are the widow, Mrs. Ruth Gyland, 
of Tampa; a daughter, Mrs. Sally Angermeier, of 
Sherman, Texas; a son, Dr. Stephen P. Gyland 
Jr., of Jacksonville; three sisters, Miss Martha 
Gyland, Miss Alma Gyland and Mrs. Webster 
Clement, all of Tampa; and eight grandchildren. 
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EMPTY ONE CAPSULE — 
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IN SEVERE CASES OR OLDER BABIES PERHAPS TWO 
Louis S. Goldstein Clinical Medicine 59:455 (1952) / Kass Archives of Internal Medicine Vol. 100, p. 709. 
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A 
logical 
prescription for 
overweight patients 


anorectic-ataractic 


BAMADEX 


— 400 mg., with d-amphetamine sulfate 5 mg., Tablets 


meprobamate plus d-amphetamine... | 
depresses appetite...elevates mood... 
eases tensions of dieting... without over- 
stimulation, insomnia or barbiturate 
hangover. 


Dosage: One tablet one-half to one hour before each meal. 
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Stephen A. Dawson 


Dr. Stephen A. Dawson of St. Petersburg 
lied in Mound Park Hospital in that city on 
\pril 29, 1960. He was 70 years of age. 


Dr. Dawson was born in Georgetown, Pa., on 
fan. 9, 1890. Educated in his native state, he at- 
tended Lindsey College in Pittsburgh, where he 
was awarded his academic degree. For his profes- 
sional training he chose the University of Pitts- 
burgh School of Medicine and received the degree 
of Doctor of Medicine from that institution in 
1912. For some years he then practiced otolaryn- 
gology in a suburb of Pittsburgh. 


In 1924, Dr. Dawson located in St. Peters- 
burg and since that time had continued to engage 
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Surviving are two sons, Clement V. Dawson 
and James A. Dawson, and a daughter, Mrs. John 
H. Williams Jr., of Winston-Salem, N. C. 


Royal H. Mayhew 


Dr. Royal H. Mayhew died at ‘his home in 
Palm Beach on June 13, 1960, of coronary throm- 
bosis. He was 72 years of age. Funeral services 
were held at St. Edward’s Roman Catholic Church 
on June 18 with burial in Antwerp, N. Y. 

Dr. Mayhew received his medical training at 
Albany Medical College in Albany, N. Y., where 
he was graduated in 1916. He specialized in the 
field of tuberculosis and chest diseases. 

In 1935 Dr. Mayhew located in Fort Lauder- 








in the general practice of medicine there. He was 
still in active practice at the time of his death. 
Locally, he was a member of the staff of Mound 
Park Hospital. He was a Mason and a member of 
the St. Petersburg Yacht Club. His fraternity 


was Phi Chi. 
accident. 
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membership for 36 years. 
The distinctive PREMIERE suite 
By #lamilton. 


Smartly styled and finished entirely in lifetime ma- 
terials. Wood-grained Formica in gray or cream, 
satin-finish stainless steel and bright chrome create 
a contemporary, fully Professional atmosphere — and 
the Premiere will keep its dignified look for a lifetime. 
Five essential pieces in the suite; table, instrument 
cabinet, treatment cabinet, waste receptacle and scool. 
The table is extra large and has a new contour 
upholstered top to give patients more comfort and 
security. Other innovations on the table include ad- 
justable chrome legs for leveling or raising the table. 
The usual features of Hide-A-Roll, treatment basin 
and pull-out step are included. 


dale and engaged in the practice of his specialty. 
In 1944 he moved his residence to Palm Beach, 
but continued his practice in Fort Lauderdale. 
Five years ago, he retired from active practice 
after sustaining serious injuries in an automobile 


(Continued on page 228) 




















Versatility is the keynote of the Premiere suite. The upper section of the instrument cabinet can be 
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See the new Premiere and other Hamilton suites in wood and steel now. 
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she calls it “nervous indigestion” 


diagnosis: a wrought-up patient with a functional 
gastro-intestinal disorder compounded by inade- 
quate digestion. treatment: reassurance first, then 
medication to relieve the gastric symptoms, calm 
the emotions, and enhance the digestive process. 
prescription: new Donnazyme—providing the mul- 
tiple actions of widely accepted Donnatal® and 
Entozyme®—two tablets t.i.d., or as necessary. 


Each Donnazyme tablet contains 

—In the gastric-soluble outer layer: Hyoscyamine 
sulfate, 0.0518 mg.; Atropine sulfate, 0.0097 mg.; 
Hyoscine hydrobromide, 0.0033 mg.; Phenobarbi- 
tal (4% gr.), 8.1 mg.; and Pepsin, N. F., 150 mg. 
In the enteric-coated core: Pancreatin, N. F., 300 
mg., and Bile salts, 150 mg. 


ANTISPASMODIC - SEDATIVE - DIGESTANT 


SARE IAN rene 


A. H. ROBINS COMPANY, INCORPORATED e RICHMOND 20, VIRGINIA 
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act only here 


NEW 


acts here 


to relieve both nasal 





upper respiratory decongestion 


provides both... 
and bronchial decongestion 


Many hay fever patients also experience chest discomfort. For these patients, 
new ISOCLOR provides relief along the entire respiratory tract. 

COMBINES the nasal and bronchial decongestant action of d-isoephedrine with 
the histamine blocking action of chlorpheniramine. 

RELIEVES the discomforts of rhinorrhea, itching, sneezing, hyperlacrimation 
and post nasal drip—let s the patient get a full night's rest—with minimal daytime 


drowsiness, CNS or pressor stimulation. 


TABLETS AND SYRUP for adults and children... 


COMPOSITION: Per tablet Per 5 mi. syrup 
Chiorpheniramine maleate ............... 4 mg. 2 mg. ARNAR-STONE 
d-Isoephedrine HCI..................... 25 mg. 12.5 mg. 


DOSE: Tablets: One tablet 3 or 4 times daily. Syrup: Children: 3-6 yrs. 
Y% tsp. t.i.d.; 6-12 yrs. 1 tsp. t.i.d.; Adults: 2 tsp. t.i.d. 


AVAILABLE: Tablets: Bottles of 100. Syrup: Pint bottles. 
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WEIGHT-REDUCING REGIMEN Other than a nephew, Dr. Mayhew had no sur- 13 























ee ae = matolog’ 
viving relatives. +h Offi 
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H - er 
: BOOKS RECEIVED nom 
_meprobamate plus d-amphetamine... — Gy 
} thal. & 
. Drugs of, Choice 1960-1961. Edited by Walter opedic 
| reduces appetite...elevates mood...eases :Jedell MD Pp 958. Price $13.50. St. Lous The vgists 
‘ «gs . P osby Company, 1960. tric Sc 
tensions of dieting... without overstimula Every — writing prescriptions is aware of the why 
ee ; : , grave responsibility resting upon him with the tremen- tologic 
tion, insomnia or barbiturate hangover. dous influx of new drugs on the market today—nearly hiatric 
400 last year alone. The warmly received 1958-1959 ological 
' Dosage: One tablet one-half to one hour before each meal. edition of Drugs of Choice was offered as a practical beons, Al 
guide to the selection of the best drug for a particular eons, G 
anorectic-ataractic ® | therapeutic problem. It proved that members of the pgical $ 
<2 F medical profession recognize the present urgent need for fida— 
er authoritative and unbiased information on the choice of k Scienc 
- a particular drug for a particular clinical situation. Ac- d Bank 
A cordingly, this 1960-1961 edition appears as a_ timely Cross 
i nas? revision. It provides the physician with all the essential Shield 
| meprobamate 400 mg., with d-amphetamine sulfate 5 mg., Tablets information he needs on which to make an intelligent where 
i therapeutic decision himself, a decision based on the fetes As 
| latest clinical evaluation of drugs for the particular tal Soci 
condition plus his own knowledge of the patient’s history t Assoc 
and background. In the present book there are eight pital Ass 
splenic new chapters: The Physical and Chemical Considerations peal Ex. 
in the Choice of Drugs; The Choice of a Local Antisep- Res Assc 
tic; The Choice of Drugs for Viral, Spirochetal, and maceuth 
Rickettsial Infections; The Choice of Sedatives and Tran- fc Healt 
quilizers in General Medical Practice; The Choice of an cic So 
Anorexiant; The Choice of Drugs in Endocrine Dys- prculosis 
function; The Choice of Drugs for Ophthalmic Use; and fan's At 
The Choice of Drugs for Otolaryngologic Disorders. ry i 
There are 13 new names in the list of eminent contribu- el. UE 
very superior brandy. tors, who number 47 in all. Also, in this edition a single hern Mi 
ee alphabetically arranged all-inclusive Drug Index is used fia, Me 
in preference to the separate specialized lists of drugs ae ( 
stern 





ite > a ae which followed the individual chapters in the original om 
ates 


‘ book. This new edition serves as a truly reassuring con- ; 
‘HENNE SSY sultant to any physician writing a prescription. Hospit 
COGNAC BRANDY 
84 Proof | Schieffelin & Co., New York Planning Homes for the Aged. Edited by Ge- _ 
neva Mathiasen and Edward H. Noakes. Pp. 128. Price, = 
$12.75. New York, F. W. Dodge Corporation, 1959. 
This first comprehensive planning guide ever pub- 
lished on the problems of designing and building homes 
for the aged and infirm is a pioneering work which is 
eminently practical. It looks to the future; yet it is con- 
temporary. Each of its 11 chapters of text offering guid- 
ance to those actually engaged in planning such homes is 
written by a contributor of professional distinction and 
practical experience. They cover such topics as congregate 
living for older people, community needs and resources, 
location and building site, common services, residence 
units and rooms, health needs, administration and staff 
facilities, materials and costs, design, and the function of 
the architect. The designs shown are selected from an 
architectural competition conducted by the National Com- 
mittee on the Aging in conjunction with Architectural 
Record and The Modern Hospital magazines. The book 
is a basic resource of practical value for architects, ad- 
ministrators of homes for the aged and nursing homes, 
health and welfare bureaus, church groups, and other 
organizations concerned with the care of the elderly and 
chronically ill. 
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ORGANIZATION 


nda Medic:] Asscciation ......... 


fda Specialty Societies 
wmy of General Practice ....... 
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racic Society 
erculosis & Health Assn. 
man’s Auxiliary ............ 
rican Medical Association 
M.A. Clinical Session 
hern Medical Association 
ria, Medical Assn. of 
. Am. Urological Assn. ........... 
heastern Surgical Congress ... 
States Cancer Seminar 
Hospital Conference ....... 














PRESIDENT 





Leo M. Wachtel, Jacksonville........ 


Elmer B. Campbell Sr., St. 
Petersburg 
I. Irving Weintraub, Gainesville... 
Richard S. Hodes, Tampa ices 
Ivan C. Schmidt., W. Palm Beach 
Bruce M. Esplin, Miami 
J. Basil Hall, Tavares........ 
Fred H. Albee Jr., Daytona Beach 
William C. Blake, Tampa 
Irwin Perlmutter, Coral Gables ..... 
T. Bert Fletcher Jr., Tallahassee .. 
Kenneth S. Whitmer, Miami 
Michael DiCosola, Sarasota .......... 
John B. Miale, Miami 
Harry M. Edwards, Ocala ....... 
Joseph E. O’Malley, Orlando 
Don C. Roberton, Orlando 
Samuel G. Hibbs, Tampa ............ , 
Jchn S. Stewart, Ft. Myers.......... 
Donald W. Smith, Miami 
Richard M. Fleming, Miami 
H. Lawrence Smith, Tallahassee ... 


P. A. Vestal, Winter Park................ 
Llcyd L. Newhouser, Miami .... ..... 
Mr. C. DeWitt Miller, Orlando.... 
Russell B. Carson, Ft. Lauderdale.. 
Joseph J. Zavertnik, Miami............ 


Wallace Mayo, Pensacola................ 
Gibson Hooten, Clearwater.............. 
Arthur L. Bailey, Orlando 
Robert T. Spicer, Miami 
Mrs. Idalyne Lawhon, Tampa........ 
L. W. Watson Jr., Marianna.......... 
Nathan J. Schneider, Jacks’ville.... 
George H. McCain, Tallahassee... 

W. E. Arnold, Lakeland ............... ; 
Mrs. John M. Butcher, Sarasota.... 
E. Vincent Askey, Los Angeles...... 


Edwin H. Lawson, New Orleans... 
Luther H. Welff, Columbus, Ga. 

N. Lewis Bosworth, Lexington, Ky. 
Walter C. Jones, Miami 








ANNUAL MEETING 





SECRETARY 


Samuel M. Day, Jacksonville 


A. MacKenzie Manson, Jacks’ville 


Ben A. Johnson Jr., Jacksonville 
J. Thomas Atkins, Jacksonville...... 
Harold W. Johnston, Oralndo 

William C. Croom Jr., Jacksonville 
James O. Bond, Jacksonville 
John H. Mitchell, Jacksonville... 
Charles K. Donegan, St. Petersburg 
David H. Reynolds, Miami 
Sam W. Denham, Jacksonville 
Joseph W. Taylor Jr., Tampa 
Theodore Norley, W. Palm Beach 
John A. Shively, Bradenton ........... 
John H. Cordes Jr., St. Petersburg 
John M. Hamilton, St. Petersburg 
Matthew A. Larkin, Miami ei 
Merton L. Ekwall, Jacksonville... 
Alfred G. Levin, Miami 
Charles Larsen Jr., Lakeland ........... 
Emmet F. Ferguson Jr., Jacks’ville 
Henry C. Hardin Jr., Miami............ 


M. W. Emmel, Gainesville 
Faye Simington, Miami <ee 
Mr. H. A. Schroder, Jacksonville.. 
John T. Stage, Jacksonville 
Lorenzo L. Parks, Jacksonville...... 


Munroe Farber, Vero Beach 
Mrs. Alvin Savage, Miami Bch.... 
J. F- Monahan Jr., Orlando.......... 
Homer L. Pearson Jr., Miami. 
Mrs. Maurine Finney,- Miami 
Mr. R. Q. Richards, Fort Myers ... 
Everett H. Williams Jr., Jacks’ville 
Dwight J. Wharton, Jacksonville 
Mrs. R. H. McIntosh, Port St. Joe 
Mrs. Max Suter, Jacksonville 
F. J. L. Blasingame, Chicago........ 


Robert F. Butts, Birmingham, Ala. 
Chris J. McLouglin, Atlanta ........... 
J. L. Campbell, Orlando..... 

A. H. Litton, Atlanta ..... 


G. C. Long Jr., Montgomery, Ala. 


MIAMI MEDICAL 


therapy, Insulin, 


yacht. 


Information on re 
Member American Hospita 





Miami Beach, May 25-28, ’61 


Jacksonville, Oct. 21-22, ’60 


Sarasota, Sept. 17-18, .’60 


Sarasota, Oct. 15-16, ’60 
Jamaica, Nov. 16-20, ’60 


Gainesville, Nov. 5, ’60 
Miami Beach, May 25-28, ’61 
” ” ” ” ” 


Miami Beach, May 21-24, ’61 
Miami, May 27-28, ’61 

Miami, Nov. 30-Dec. 2, ’60 
Miami Beach, Nov. 20-22, ’60 
St. Petersburg, Oct. 25-28, ’60 
W. Palm Beach, May ’61 
Miami Beach, Oct. 13-15, ’60 
Jacksonville, April 28-29, 61 


Miami Beach, May 25-28, ’61 
New York City, 1961 

Wash., D.C., Nov. 28-Dec. 2, ’60 
St. Louis, Mo., Oct. 31-Nov. 3, 60 


Hollywood, March 19-24, ’61 
Miami Beach, March 6-9, ’61 
Orlando, Nov. 16-18, 60 
Memphis, April 19-21, ’61 
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P. L. Donce, M.D. 
Medical Director and President 


1861 N.W. South River Drive 
Phones 2-0243 — 9-1448 


A private institution for the treatment of ner- 
vous and mental disorders and the problems of 
drug addiction and aicoholic habituation. Mod- 
ern diagnostic and treatment procedures—Pscho- 
Electroshock, Hydrotherapy 
Diathermy and Physiotherapy when indicated. 
Adequate facilities for recreation and out-door 
activities. Cruising and fishing trips on hospital 


uest 
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A MODERN HOSPITAL FOR INTENSIVE PSYCHIATRIC TREATMENT 
Owned and Operated by The Anclote Manor Foundation—A Non-Profit Organization 
SAMUEL G. HIBBS, M.D. — PRESIDENT 
Dynamically Oriented For: Individual Psychotherapy, Group Psycho- 
therapy, Therapeutic Community, All Somatic Therapies « Large Staff 
Trained for Team Approach * Supervised Recreational Program 


Medical Director Consultants in Psychiatry 


Lorant Forizs, M.D. Samuel G. Hibbs, M.D. Arturo Gonzalez, M.D. 
Clinical Director Samuel Warson, M.D. Roger E. Phillips, M.D. 
Walter H. Wellborn, Jr., M.D. Zack Russ, M.D. Melvin Gardner, M.D. 
Director of Training Walter Bailey, M.D. Martha McDonald, M.D. 
Peter J. Spoto, M.D. Robert Steele, M.D. 


TARPON SPRINGS, FLORIDA - VICTOR 2-1811 
Member National Assn. of Private Psychiatric Hospitals, American Hospital Assn., Florida Hospital Assn. 
Approved by American Psychiatric Assn., Accredited by Joint Commission on Accreditation of Hospita's 





— 


HILL CREST SANITARIUM 


Established in 1925 


FOR NERVOUS AND MENTAL DISEASES 
AND ADDICTION PROBLEMS 






Out-Patient Clinic and Offices 


James A. Becton, M.D. James Keen Ward, M.D. 
P. O. Box 2896, Woodlawn Station, Birmingham 6, Ala. Phone WO 1-1151 and WO 1-1152 
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FLORIDA MEDICAL ASSOCIATION 
OFFICERS, COUNCILS AND COMMITTEES 


OFFICERS 

LEO M. WACHTEL, M.D., President. . . .Jacksonville 
S. CARNES HARVARD, M.D., 

| a ee Brooksville 
CLYDE O. ANDERSON, M.D.., 

(oe See St. Petersburg 
JOSEPH S. STEWART, M.D., 

ka eee Miami 
EUGENE G. PEEK JR., M.D., 

a ee ee Ocala 
SAMUEL M. DAY, M.D., 

er Jacksonville 
RALPH W. JACK, M.D., 

Immediate Past President................ Miami 

EXECUTIVE DIRECTOR 

W. HAROLD PARAM. ... ....06<sc000 Jacksonville 


BOARD OF GOVERNORS 
LEO M. WACHTEL, M.D.,* 


Chm...Ex Officio.................. Jacksonville 
S. CARNES HARVARD, 

ee I ive vse weuuwween Brooksville 
CLYDE O. ANDERSON, 

MLD...Ex Olicio. .......+<..+.s.bt. Petersburg 


JOSEPH S. STEWART, M.D...Ex Officio. ...Miami 
SAMUEL M. DAY, M.D.*..Ex Officio. . Jacksonville 


RALPH W. JACK... M.0.*...PP-Ge. .... wc cee Miami 
JERE W. ANNIS, M.D.*+. . PP- eee Lakeland 
WALTER E. MURPHREE, 

Se eee Gainesville 
ALPHEUS T. KENNEDY, M.D...A-62.. . Pensacola 
H. PHILLIP HAMPTON, M.D...B-63....... Tampa 
MEREDITH MALLORY, M.D...C-61...... Orlando 
WARREN W. QUILLIAN, 

| re re Coral Gables 
JOHN D. MILTON, M.D...S.B.H.-61........ Miami 
FRANCIS T,. HOLLAND, 

M.D...AMA_ Delegate-61............ Tallahassee 


*Executive Committee 
+Public Relations Officer 
Subcommittee 
Florida Medical Foundation 
EDWARD JELKS, M.D Jacksonville 
General Practitioner of the Year Award 
Executive Committee 
Inter- arte Relations 
WILLIAM B. WELCH, M.D., Chm... eee 
JOHN. » a KILPATRICK, M.D....... Ps | 
Medical Hypnosis 
WILLIAM C. ROBERTS, M.D., Chm.. Panama City 
FRANK T. KURZWEG, M.D... i ..Miami 
MELVIN SIMONSON, MD... vwseNorth Miami 
LEO S. WOOL, M.D Miami 
JOSEPH A, SHELLEY, M.D... “ Augustine 


COUNCIL ON ALLIED PROFESSIONS 
AND VOCATIONS 


W. TRACY HAVERFIELD, M.D., Charme.........cccccsccssssssesseeee Miami 
Committees 
ae), Spenars TAYLOR, 























M.D., _ , Jacksonville 
Law—W. TRACY HAVERFIELD, 
-D., Chm.-61 Miami 
Medical Secretaries & Assistants— 
ey: R R. DUNSFORD JR., 
Chm.-61 Jacksonville 
Medica’ "Technicians—C. MERRILL WHORTO 
M.D., Chm Jacksonville 
Nuning? THOMAS C. KENASTON SR., 
.D., Chm.-61 Cocoa 
Pharmacy—GEORGE F. SCHMITT JR., 
M.D., ...Miami 





m.-61. 
ay ’ Therapy—ROBERT P. KEISER, M. D.. 
hm.-6 Coral Gables 


a Medicine—WILLIAM ¥. “PHELAN, M. 


Chm.-61 Jacksonville 
X-Ray Technicians—JOHN P. FERRELL, 
M.D., Chm.-61 St. Petersburg 








JUDICIAL COUNCIL 





HOMER L, PEARSON JR., M.D., Chm... santuiniels Miami 
GRIEV ANCE 

as H. Rg M.D., Chm... wt, Petersburg 

JOHN D, MILTON, M.D ead Miami 


WILLIAM C. ROBERTS, “MLD... Panama City 
M.D 


JERE W. ANNIS, RSE Saabeereene rs Lakeland 
RALPH W. JACK, M.D. iments . Miami 
MEDICAL LICENSURE 
HOMER L, PEARSON JR., M.D., Chm........... ’ Miami 
MADISON R. POPE, M.D... inant "Plant City 
THOMAS J. BIXLER, MD. _AL-61.. Tallahassee 


MEMBERSHIP AND DISCIPLINE 


District 1—C, FRANK CHUNN, M.D......61 Tampa 
N. WORTH GABLE, M.D......64... St Petersburg 


District 2—ASHBEL C. WILLIAMS, M.D.....62 Jacksonville 
RAYMOND H. KING, M.D......63............. Jacksonville 


District 3—GEORGE H. GARMANY, M.D......63....Tallahassee 
SIDNEY G. KENNEDY, M.D.....62 Pensacola 
District 4+—NELSON ZIVITZ, 

M.D., Vice Chm......64 . Miami Beach 
FRAZIER J, PAYTON, M.D.....61...... Miami 
District 5—DUNCAN T. McEWAN, M.D.....61 Orlando 
HERBERT E. WHITE, M.D.....64 St, Augustine 

District 6—FREDERICK K, HERPEL, 
W. Palm Beach 


M.D.. ....62 ' 
MILES J. BIELEK, M.D......63........Fort Lauderdale 
District 7—GORDON H. McSWAIN, M.D.....63 Arcadia 
JOHN M. BUTCHER, M.D......62........... Sarasota 
District 8—THOMAS H, BATES, M.D....64 Lake City 
WILLIAM C. THOMAS SR., 


M.D., Chm......61 Gainesville 


ARCHIVES 
CLIFFORD C. SNYDER, M.D., Chm.....AL-61........................Miami 
SAMUEL 5S. LOMBARDO, M.D.....A-63 : Jacksonville 
aoe MOND H. CENTER, M.D.....B-61.. Clearwater 
ANIEL H. MATHERS, M.Dy...0-64 00... cccecccccceeeeeceeeeeeene Sanford 
SCHEFFEL H. WRIGHT, M.D.......D-62............ ces Miami 


COUNCIL ON LEGISLATION 
AND PUBLIC AGENCIES 





H. PHILLIP HAMPTON, M.D., Chm......... Tampa 
STATE LEGISLATION 

EDWARD R. ANNIS, M.D., Chm......D-64...... Miami 

FRANKLIN J. EVANS, MD... AL-61 Coral Gables 


EDWARD JELKS, M.D. Jacksonville 
H. PHILLIP HAMPTON, AM Dy. B-63 Tampa 
WALTER J. GLENN JR., M.D.....C-61 Fort Lauderdale 
Subcommittee 

Liaison with State Agencies 
EDSON J. ANDREWS, M.D., Chm. Tallahassee 
PAUL S. JARRETT, M.D—Alcoholic Rehabilitation.........Miami 
H. PHILLIP HAMPTON, M.D. (H.S.I.) S.B.H. Tampa 
WILLIAM W. RICHARDSON, M.D. 

(753...) CBA : 
GEORGE S. PALMER, M.D.— 


Graceville 


Children’s Commission ' Tallahassee 
EDSON J. ANDREWS, M.D.— 
Council for the Blind ; Tallahassee 
FRED MATHERS, M.D.— 
Crippled Children’s Comm....... Orlando 
ALBERT E. McQUAGGE, M.D.— 
Marianna 


Div. of Child Training. Stacia 
RAYMOND J. FITZPATRICK, M.D.— 

Div, of Correction...... a 
WILLIAM M. C. WILHOIT, M.D.— 

Div. of Mental Health : 
WARREN W. QUILLIAN, M.D.— 

Education Dept.. Coral Gables 
CHARLES LARSEN JR., M.D.— 

Industrial Commission Lakeland 
EUGENE G. PEEK JR., M.D.—Public Welfare Ocala 
LAWRENCE E. GEESLIN, M.D.— 

Tuberculosis Board 
LUTHER C. FISHER JR., M.D.— 

Vocational Rehabilitation 


Gainesville 


Pensacola 


Jacksonville 


Pensacola 
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NATIONAL LEGISLATION 
H. PHILLIP HAMPTON, M.D., Chm 
JER ANNIS, M. 





Tampa 
L bol da 



































E W. 5 D 
EDWARD R. ANNIS, M.D Miami 
MADISON R, POPE, M.D Plant City 
EO M. WACHTEL JR., M.D Jacksonville 
FRANCIS T. HOLLAND, D Tallahassee 
PH W. JACK, M.D Miami 
LEROY H. OETJEN, M.D Leesburg 
WALTER J. GLENN, M.D Fort Lauderdale 
MELVIN M. SIMMONS M.D Sarasota 
WALTER E. MURPHREE, M.D Gainesville 
Subcommittee 
Liaison with Federal Agencies 
ROY E, CAMPBELL, M.D., Chm Palatka 
BURNS A. DOBBINS jR., "M.D.— 
Fort Lauderdale 





of Def 
JERE” W. ANNIS, M.D.—Dept. Health, 
Education and Welfare. Lakeland 
ROBERT H. MICKLER, M.D.—Dept. of Justice... Tallahassee 
G. BATSON JR., M. D.—Dept. of Laboc...................... “>= 
Ro¥ E. CAMPB Li, M.D.—Dept. of Veterans Adm......Palatka 





COUNCIL ON MEDICAL ECONOMICS 
FLOYD K. HURT, M.D., Chm Jacksonville 








ADVISORY TO BLUE SHIELD 
RALPH M. + antenmnemnaed jR., M.D., 





Chm.......C-6 W. Palm Beach 
WILLIAM C. CROOM JR., * D...... AL-61....................... Jacksonville 
— ° 3 A- sei ‘ensaco 









EARL G. WOLF, ‘ 
HENRY L. SMITH JR., MD. 
oe M 
VERNON 



































Fort Myers 

Avon Park 

Lakeland 

Tampa 

MORE, M. Orlando 

JOHN J. CHELEDEN, M.D.....C-62.................... Daytona Beach 
CHARLES R., SIAS, M.D.....C-64 Orlando 
DONALD F. MARION, M.D......D-61 Miami 
ELWIN G. NEAL, M.D.......D-62. Miami Shores 
JAMES L. ANDERSON, M.D......D-63 Miami 
HUGH J. FORTHMAN, M.D......D-64 Miami 


COMMERCIAL HEALTH INSURANCE 




























DUNCAN T. McEWAN, M.D., Chm......C-62. Orlando 
BURNS A, DOBBINS JR., = D. oe AL-61 . Fort Lauderdale 
JOHN H. TERRY, M.D... Jacksonville 
EUGENE B. MAXWELL, rvs Dp hoa B- a ...ampa 
HUNTER B, ROGERS, M.D....D-6 Miami 
FEE SCHEDULES 
ROBERT E. ZELLNER, M.D., Chm... af 63.. Orlando 
HENRY J. BABERS jR., M.D.....AL-6 Gainesville 
HENRY L. HAR Ocala 
WILLIAM J. DEA seared “62... . Petersburg 
RALPH S, SAPPENFIELD, M.D.......D-64 Miami 
INDUSTRIAL MEDICINE 

CHARLES LARSEN i: M.D., Chm.......B-62.... Lakeland 
LLOYD J. NETTO, M.D....... C-64.... ’ _W. Palm Beach 
LEROY H. OETIEN, M. D......AL-61... Leesburg 
MAURICE M GREENFIELD, =. eee Miami 

. BATSON JR., M.D...... ‘A-6 Pensacola 

MEMBERS INSURANCE 

FLOYD K, HURT, M.D., Chm Jacksonville 
SHERMAN B. FORBES, M.D.. .Tampa 
MELVIN M. — ONS, Sarasota 





NNETT J. LACOUR jr. 


BE ee Daytona Beach 
| & WASHINGTON DOWLEN, M.D....... Mi. 


eceeerseeseeesoseceonecsenees Miami 


COUNCIL ON MEDICAL EDUCATION 
AND HOSPITALS 


WALTER J. GLENN JR., M.D., Chm...................... Fort Lauderdale 





HOSPIT ALS 


WALTER J. GLENN JR., M.D... “ACSI 64......Fort Lauderdale 








C. BURLING ROESCH, MLD ie AL- Jacksonville 
RAYMOND 1} B. SQUIRES M.D... wa Pensacola 
MADISON R. POPE, M.D...... Plant City 
JACK Q. CLEVELAND, M_D..... ot’ Mee oe Coral Gables 


INTERNSHIPS AND RESIDENCIES 
GH A. CARITHERS, ee 1 aie AL-611............ Jacksonville 





MAX MICHAEL JR., M.D... emt nnnsannen.... Jacksonville 
DAVID P. BAUMANN, M_D.....B-62 Tampa 
ACHILLE “A. MONACO, M.D......C- .- eee Daytona Beach 
RALPH S. SAPPENFIELD, MD... Miami 
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PHYSICIAN PLACEMENT* 


MELVIN M. SIMMONS, M.D., a. 2 ———— 
RICHARD C. CLAY, M_D....AL-6 ‘Miami 











AMES T. COOK JR., M.D... wer Marianna 
RICHARD F. SINNOTT, M.D.....C-61.. Fort Pierce 
HOMER L. PEARSON iR., M.D......D-64... Miami 





*This committee shall also serve as advisory committee to the 
Board of Health for Medical Student Scholarships. 


MEDICAL SCHOOLS 
EDWARD W. CULLIPHER, uD. Chm Miami 
THOMAS O. OTTO, M.D...... pao can 
waeeon . 7 SHOREY, Mb—Facuity,” 


U. 

GEORGE T HARRELL, M.D.—Faculty, 
U. of Florid 

WALTER E. MURPHREE, M.D.— 





-_Miam 





Gainesville 





.....Gainesville 








AMES N. PATTERSON, M. 


COUNCIL ON MEDICAL SERVICES 














MARION W. HESTER, M.D., Chm Lakeland 
AGING 

LOUIS L. AMATO, M.D., Chm......C-64...............Fort Lauderdale 

GEORGE W. KARELAS, “er Rica ee SRLS Newberry 

ALBERT V. HARDY, MLD... men 4 

JAMES A. WINSLOW jR., ‘Me = 7 aes. ~~ 

SAMUEL GERTMAN, M.D. D-63 Miami 
BLOOD 


V. MARKLIN JOHNSON, M.D., Chm...... “1 63.....W, Palm Beach 
GRETCHEN V. SQUIRES, M_LD...... AL-6 ' ensacola 
C. MERRILL WHORTON, M.D.. Hea = Jacksonville 
JAMES WN. PATTERSON, MD....B4............................ Tampa 
O. WHITMORE BURTNER, M.D.....D- 64 Miami 














CANCER 
BOSERT F. INCEEY, MD. Con... D<42 Miami 
WILLIAM A, VAN NORTWICK, MD. Gena a 61....... Jacksonville 
JOHN J. BAEHR, M.D... Pensacola 
FRANK T. LINZ, M.D... ten Tampa 
FRANK C. BONE, M.D.....C-61 Orlando 





CHILD HEALTH 


WARREN W. Somsen, Pe Chm......AL-61....Coral Gables 
Jacksonville 





.......Bradenton 











Lakeland 

EDSON J ANDREWS, M.D... == Tallahassee 
I A . KNAUER : M.D. —_ i 63 __. Jacksonville 
LAURIE R. TEASDALE, M.D....... oo Beach 


iami 


KENNETH S. WHITMER, M_D...... 


EMERGENCY MEDICAL SERVICE 


CORREN P. YOUMANS, “>, on iba i aciaicscnececacs Miami 
LAURIE J. ARNOLD jR., M.D Lake City 
F. GORDON KING, M.D Jacksonville 
er Cc. KERAMIDAS. M.D......B Winter Haven 

_/ C... SS Orlando 












INDIGENT CARE 








ROBERT L. TOLLE, M.D., oP. les "aia sesssseeeeneeee OT Lando 
SIDNEY E. DAFFIN, M.D.....AL-61..... Panama City 
EDWARD JELKS, M.D.....A-6 lackepaville 
H. PHILLIP HAMPTON, M.D bse | EEE. 


Miami Beach 





NELSON ZIVITZ, M.D......D-6 


LABOR 


janes E. couseR Ill, M.D., Chm 

OLLIN F. R JR., D....B-63 
PAUL F. BARA NCO, M_LD......A-64 Pensacola 
THEODORE J. KAMINSKI, MDa... 0-62. eceeeeeeoeee-eee Melbourne 
EDWARD R, ANNIS, M.D......D-61 Miami 


Jacksonville 












MATERNAL WELFARE 


J. M. INGRAM JR., M.D., Chm 
JOSEPH W. DOUGLAS, MD an A- 62... 


Tampa 
Pensacola 














S. L. WATSON, M.D.....B-64....... Lakeland 
WILLIAM V. ROBERTS, ML D — C61 NS 
RICHARD F. STOVER, M.D......D-63.... Miami 
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MENTAL HEALTH 












WILLIAM M. S. WILHOIT, M.D., Chm......A-62............ Pensacola 
SULLIVAN G. BEDELL, M.D.. _ Ali... s acksonville 
ZACK RUSS JR., M.D.....B-6 Tampa 
JAMES W, ETTINGER MD. Gea Rockledg 

....Miami Beach 


BERNARD GOODMAN, M.D.....D-63... 
PUBLIC HEALTH 





M. EUGENE FLIPSE, M.D., Clam..D-62.2.sscnccsecsesseees Miami 
GORDON H. McSWAIN, M.D.....AL-61 Arcadia 
LORENZO L. PARKS, np.—A6) J ville 











Tampa 


LEFFIE M. CARLTON 
.W. Palm Beach 





RURAL HEALTH 


GEORGE W. KARELAS, M.D., Chm......A-64.................... Newberry 
FRANCIS T. HOLLAND, MD... .AL-61 Tallah 




















LOUIS S. MOORE Naples 

WILLIAM T. GIST, M.D....C-62 Canal Point 

ELMER J. EISENBARTH, M.D....D-61 Marathon 
SCIENTIFIC COUNCIL 

THAD MOSELEY, M.D., Chm Jacksonville 





THE JOURNAL AND OTHER PUBLICATIONS 


SHALER RICHARDSON, M.D., Chm.—Editoc............ Jacksonville 
WEBSTER MERRITT, M.D.—Asst. Editor... Jacksonville 
FRANZ H. STEWART, Sm sR Miami 
JAMES N. PATTERSON, M.D.—Publication.. . 
CHAS. J. COLLINS, M.D.—Publication.... 
eps ig A. MORRIS, M.D.—Abstracts i 
ONES, M.D.—Abstracts Miami 
































WALTER 
THOMAS S EDWARDS, M.D.—Abstracts ..... Jacksonville 
JERE W. ANNIS, M.D.—-Editorials sevssenee-Lkeland 
JOHN M. PACKARD, M.D.—Editorials. Pensacola 
JOSEPH j. LOWENTHAL, M.D.—Editorials <6 
CARLOS P. LAMAR, M.D.—Book ReviewS... ese. Miami 
GEORGE T. HARRELL, M.D.—Book Reviews.. Gainesville 
W. DEAN STEWARD, 'M.D.—Book Reviews. Orlando 
HAWLEY H. SEILER, M.D.—Advertising............................... Tampa 
WILSON T. SOWDER, M.D.—Advertising. Jacksonville 
JAMES H. FERGUSON, M.D.—Advertising.... iami 
POSTGRADUATE EDUCATION 
JAMES L. BORLAND, M.D., Chm.....AL-61........ Jacksonville 
WILLIAM C, pttoMAs jk... | 2. eee Gainesville 
ALBERT G. G JR., M.D... B-62 Lakeland 


V. MARKLIN™ JOHNSON. M_LD......C-6 W. Palm Beach 
JOHN V. HANDWERKER JR., M.D... 564 Gate Key Biscayne 














RESEARCH 
JAMES J. GRIFFITTS, M.D., Chm......D Miami 
Ot ge A. TIERNEY, M.D aes ie sceepcessiditneentosniee Miami Beach 
KARL HANSON, M.D......A Jacksonville 
TAMES” N. PATTERSON, | M.D.....B Tampa 
LOUIS M. ORR, M.D... Orlando 
SCIENTIFIC WORK 
THAD MOSELEY, M.D., Clam... A-64 ..0cccccccccccccsscsseese Jacksonville 
JOHN M. PACKARD, os we Pensacola 





CHARLES K. ata gal Dae ..... B-63 





























RICHARD F. SINNOTT, M_.D....... C-61 _unFort Pierce 
FRANZ H. STEWART, MD = D-62 Miami 
COUNCIL ON SPECIAL ACTIVITIES 
WILLIAM C, ROBERTS, M.D., Chm P. City 
a a TO WOMAN’S AUXILIARY 
GORDON H. M.D., Chm......A-63 Jacksonville 
TAYLOR W. GRIFFIN M.D we A-61 Quincy 
CHAS. McC, GRAY, M.D....B-61 Tampa 
LEE ROGERS JR., M.D......C-64 Cocoa 
L. WASHINGTON DOWLEN, M.D....D-62........... Miami 
BOARD OF PAST PRESIDENTS 
SHALER ae age M.D., Chm., 1946.................. Jacksonville 
RALPH W. JACK Secy., 1959 Miami 

— Jacksonville 





FREDERICK}. WAAS. M.D. 
WILLIAM M. ROWLE’ eae 
HOMER L. PEARSON JR., M.D., 1934 
HERBERT’ L- BRYANS, M.D., 1935... 





Tampa 
Miami 
= ..Pensacola 

“Long ‘Beach, Miss. 
Jacksonville 
9 1939 eenncenerneeFOrt Lauderdale 
tami 
Ocala 
Raciossonssnpheshascusial Gainesville 
Miami 
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Orlando 
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ROBERTS, M._D., 7 1957. P City 
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JERE W. ANNIS, M.D., 1958 Lakeland 
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A.M.A, HOUSE OF DELEGATES 
REUBEN B. CHRISMAN JR., M.D., 

Chm Coral Gables 
FRANK D. Danny M.D., Alternate. Orlando 
(Te ‘erms expire Dec. 31, 1962) 

FRANCIS T. HOLLAND, M.D., D Tallahasse 
MADISON R. POPE, M.D., Alternate... Plant City 
(Terms — Dec. 31, “1962) 

MEREDITH MALLORY, M.D., Delegate Orlando 





EUGENE G. PEEK JR., M.D., Alternate Ocala 
(Terms expire Dec, 31, 1961) 

BURNS A. DOBBINS JR., M.D., Delegate ee Fort Lauderdale 

WALTER E. MURPHREE, M.D., Alternate. Gainesville 
(Terms expire Dec. 31, 1961) 


LIAISON WITH COUNTY MEDICAL SOCIETIES 


WILLIAM C. ROBERTS, M.D., Chm......A-63............ Panama City 
HERBERT E, WHITE M.D..._AL-61........ ...St. Augustine 

D.....B-64. Lakeland 
M.D...... ca Orlando 
JOSEPH S, STEWART, PTE 


COUNCIL ON SPECIALTY MEDICINE 











Miami 





T. BERT FLETCHER JR., M.D., Chm...........................Tallahassee 
—-, E 
I, IRVING WEINTRAUB, M.D...... Gainesville 
Anesthesiology 
RICHARD S. HODES, M.D. Tampa 


Chest Physicians 
IVAN C. SCHMIDT, M.D. W. Palm Beach 
mene | - 
UCE M, ESPLIN, M.D....... REPO ee eT RT Miami 
General Practice 
ELMER B, CAMPBELL SR., M.D.............. St, Petersburg 


General Surgeons 





RICHARD M, FLEMING, M.D. Miami 
Health Officers 
J. BASIL HALL, M.D Tavares 


Industrial and Railway oll 
I OR EE 


Internal Medic 
WILLIAM @ "SLAKE, Nass anil niibianceouendnaaai Tampa 


Daytona Beach 


Neurosurgery 
IRWIN PERLMUTTER, M.D. 


Obstetrics and Gynecology 


...Coral Gables 























T. BERT FLETCHER JR., M.D...................... Tallahassee 
Ophthalmology and Otolaryngology 

KENNETH S. WHITMER, M.D................... ..Miami 
Orthopedic 

MICHAEL A. DiCOSOLA, M.D Sarasota 
Pathology 

JOHN” B. MIALE, M.D... Miami 
Pediatrics 

BU «(. TRU, WD iianiiicsiccen Ocala 
Plastic Surgery 

JOSEPH E. O’MALLEY, M.D Orlando 
Proctology 

DON C. ROBERTSON, M.D ..Orlando 
Psychiatry 

SAMUEL G. HIBBS, M.D Tampa 
Radiology 

JOHN” is IRI PUP ccsseseccscictcissenicscescnntnnsnonienncn Fort Myers 
Surger 

DONALD W. SMITH, M.D Miami 
Urology 

HENRY L. SMITH JR., M.D Tallahassee 





INVESTMENT TRUST COMMITTEE 




















FLOYD K HURT, M.D., Chm Jacksonville 
SAMUEL M. DAY, M.D Jacksonville 
SHERMAN B. FORBES, M.D.. Tampa 
RALPH W. JACK, M.D.......... Miami 
sO Jacksonville 
JOHN D. MILTON, M.D. Miami 
LEGAL COUNSEL 
MARKS, GRAY, YATES, CONROY & GIBBS......... Jacksonville 


CERTIFIED PUBLIC ACCOUNTANTS 
LUCAS, CATHERWOOD & ASSOCIATES................ acksonville 
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